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The purpose of this study was to develop better HIV/AIDS prevention 
enhancing HIV knowledge, condom use self-efficacy, social discrimination 
prevention, and safer sex behavior practices by peer education and 
social skill training among commercial sex workers. There is little qualitative 
and quantitative information available regarding the attitudes, beliefs 
and practice (KABP) for STD/HIV/AIDS prevention among commercial sex 
workers in Bangladesh. Three related studies were carried out: 
 
Study (1): The purpose of this study was to examine the sociodemographic 
correlates to regular condom use and HIV/AIDS knowledge among sex 
workers at Tangail and Dhaka in Bangladesh.  There was a total of 308 
subject surveyed.  Subjects were 196 commercial brothel based female 
sex workers and 112 commercial street based female sex workers in 
Bangladesh. The methods used in the collection of information in the field 
were a combination of a self-administrative questionnaire survey and 
semi-structural interviews. 
  
The results showed that age, income, and education were demographic 
factors that correlate to regular condom use among brothel sex workers. 
Many commercial sex workers have misconceptions about knowledge of 
HIV infection and lack of knowledge on safer sex behavior due to lack of 
peer education and social skill training. The condom use rate is low 
among particularly commercial street based sex workers. Street based sex 
workers have a greater lack of negotiation power about condom use. 
Negotiation skills particularly among adolescent’s sex workers are more 
meaningful. The respondents were infected with STDs, RT infections and 
other related diseases.  
 
These findings indicate that due to lack of negotiation power with low 
level of education, we may emphasis on peer education, and social skills 
training for improving knowledge on HIV/AIDS and safer sex behavior 
among commercial sex workers at Tagail brothel.  
 
Study (2): Subjects were 25 (age mean 25.6) commercial brothel based 
female sex workers and 25 selected volunteer peer educators (age 
mean 30.8) in July-August, 2005 for better social interventions at Tangail 
in Bangladesh. The social intervention is conducted to aim at behavioral 
self-efficacy’s improvement, knowledge for safer sex practices and 
social discrimination prevention of commercial sex workers. 
                                                                                                                               i 
The findings of this study have shown that after 1-month intervention, peer 
educator training was very effective among brothel-based commercial 
sex workers in negotiating on safer sex behavior with their clients in 
particular brothel. Role-playing played an effective role in various 
dilemma crisis situations in the areas of HIV/AIDS prevention intervention. 
Peer educators were encouraged by role modeling for assertion and self-
decision making skills among CSWs.  
 
Study (3): 7-months-followup study was conducted among the same-
targeted population of brothel based commercial female sex workers at 
Tangail. The aim of this study was to compare 7-months-followup survey 
with the results of study (2). Another purpose of this study was firstly to 
sustain HIV/AIDS knowledge and information and secondly to diffuse peer 
education, negotiation communication and social skills indirectly among 
non-targeted CSWs in particular brothel. 
 
The findings showed that awareness building programs on safer sex 
behavior and its consequences with knowledge of HIV/AIDS prevention 
was effective by peer education and SAT Social Skill Training Programs 
among CSWs in brothel. The interventions were significant by role playing 
and providing information to overcome barriers to safer sex, discussing 
issues around condom use, and practicing condom-negotiating skills 
among CSWs at Tangail brothel. These kinds of interventions effected not 
only on targeted members but also non-target commercial sex workers at 
Tangail brothel in Bangladesh. 
 
 
The results of these three studies, taken together, indicate that in order to 
change behavior for safer sex, peer education and assertion social skills 
training programs are more better effective for HIV/AIDS prevention and 
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1. Research Background 
Bangladesh, a Muslim state, is located between the predominantly Hindu 
India, and the vastly Buddhist Myanmar, where estimated HIV prevalence 
ranges from 0.7 to 4% (UNAIDS, 2002). A UNAIDS/WHO estimate that 
13,000 Bangladeshi adults and children are living with HIV/AIDS, but the 
government reports 363 AIDS cases (CDCPIN, 2004). The report seems 
doubtful owing to poor governmental surveillance capacity and limited 
voluntary HIV testing by the people (World Bank Group, 2003). Yearly, 
thousands of Bangladeshis migrate abroad, some to countries known to 
have high HIV prevalence (Rahman et al., 1999). By 1997, 34% of HIV 
persons in Bangladesh had worked abroad (National AIDS Prevention 
and Control Project, 1997). Cross-border human traffic between her 
high-HIV prevalent neighbors of India and Myanmar is common 
(Protection Project, 2002). In those countries there is significant 
cross-border vehicular traffic, which may facilitate HIV spread (Barkat 
and Majid, 2001). Although reported HIV/AIDS in Bangladesh is less than 
one per 1000 persons (WHO, 1991), surveillance among commercial sex 
workers (CSWs) in Central Bangladesh reported 0.5% prevalence rate 
(Ministry of health, 2002).  Bangladeshi CSWs are vulnerable to sexually 
transmitted diseases (STDs), including HIV (Gupta, Weiss, & Whelan, 1996). 
There is low condom use rate by CSWs, and STD rate is as high as 57% for 
syphilis, and 28% for gonorrhea (Azim et al., 2000; Sarker et al., 1998). By 
gender, about 43% Bangladeshi female and 18.2% male CSWs reported 
syphilis infection (World Bank Group, 2003).  
 
Female CSW is an integral feature of urban life (Lyttleton, 1994; 
Maticka-Tyndale et al., 1997), and facilitated at venues such as: (1) 
sex-only brothels; (2) hotel lodges where food and sex may be served; (3) 
restaurants/bars where waitresses serve food and alcoholic beverages, 
but discreetly offer sex off the premises; (4) massage parlors where sex 
may be inclusive or purchased at extra cost; (5) nightclubs; and (6) red 
street light corners where freelance females solicit male clients for sex 
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(Panos Media Briefing, 1995). Although HIV risk from unprotected 
indiscriminate sex is the same irrespective of the venue of transaction, this 
study focused on female participants in the first and sixth groups. 
 
Bangladesh has the lowest condom use rate with partner in Asia; only 
4.4% of men use condoms (Sarker & Kumar, 2002). Among sex workers, 
regular condom use rate with clients may be low, judged by the high 
prevalence of syphilis (57%), and gonorrhea (28%) among them (Azim et 
al., 2000; World Bank Group, 2003). There is greater prevalence of drug 
use, lack of access to proper health care, and higher divorce rate and 
destitution among women (Opel, 1998).   
 
STDs/STIs are major factors in spread of HIV infection and as indicators of 
low condom use and other high-risk sexual behaviors. Female sex workers 
are particular at risk of STDs and HIV. They often are infected by their 
clients and subsequently transmited the infection to others partners. 
 
Bangladeshi sex workers are slowly responding to safe health campaigns 
with more and more seeking advice on prevention of disease, such as 
HIV and AIDS, official say (Nadeem, 2003). Sex workers in some brothels 
now try to convince their clients to use condoms, which is a good 
development to stop the spread of sexually transmitted disease (STDs) as 
well as AIDS (Nadeem, 2003). 
 
Studies in Southern Africa and elsewhere reported that because women 
are impoverished, and dependent on their men partners for economic 
survival, they are powerless to negotiate safer sex (Wojcicki & Malala, 
2001).  Men are more likely than women to initiate and/or dominate 
sexual interaction (Campbell et al., 1998; Gupta et al., 1996) and 
condom use, particularly in transactional sex where money is paid for the 
service (Campbell, 2000). In Bangladesh, sex workers cite male 
dissatisfaction for none their use of condoms (Hosain, & Chatterjee, 2005).  
 
There is a narrow window of opportunity to address HIV/AIDS spread in 
the country unless knowledge, attitudinal, behavioral impact levels of the 
people are known (World Bank Group, 2003).  
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Female CSW in brothels by persons over 18 years is legal in Bangladesh 
(Institutional Development Human Rights Watch, in Bangladesh, 2002). 
First-class magistrate court provided a license to sex worker that the 
holder has no means of livelihood (Government of Bangladesh, 1997). 
However, the Dhaka Metropolitan Police Act (DMPA), which prohibits 
soliciting sex in public, renders street-based CSW illegal. Yet another law, 
the Suppression of Immoral Traffic Act (SITA), makes it illegal to own, 
manage or run a sex brothel (Bengal Act VI, 1933). 
   
There are 15 registered brothels in Bangladesh, and about 50,000 
registered CSWs in these brothels (Hosain & Chatterjee, 2005). 
Non-governmental organizations (NGOs) estimate the population of 
registered and unregistered Bangladeshi female CSWs as over 150,000, 
although government statistics acknowledge only 9,000 (Noorani, 2000; 
Caldwell et al., 1999; Panes Media Briefing, 1995). Per week, Bangladeshi 
street and brothel CSWs provide service to an average of 18.8 and 44 
clients respectively (World Bank Group, 2003).  
 
Whereas Bangladesh National AIDS Policy theoretically acknowledges 
that persons most at risk of HIV risk, such as CSWs are essential partners in 
the fight against the disease, government security officials inflict severe 
human rights violations against CSWs (Human Rights Watch, Bangladesh, 
2003). Sex workers are regularly beaten, abducted, and raped by the 
police, the army, and “mastans” (the euphemism for local thugs 
protected from criminal prosecution by highly placed politicians). Police 
brutality against sex workers runs the trade underground to make it 
difficult for health workers to distribute condoms to them (BBC News, 
2000). Countries such as Thailand, in the Asia-pacific region as 
Bangladesh, that exercise governmental partnership with brothel owners 
against AIDS rather than harassment have witnessed decline in new HIV 
infection rates (Kaiser, 2004). More than half of Bangladeshi people live 
below the poverty line (Noorani, 2000). Focused preventive behavioral 
programs derived from the KAP of the target group, rather than the 




There have been little or no qualitative and quantitative information 
available on the prevalence, types and extent of STDs in the country, 
particularly among the high-risk groups, such as commercial brothel 
based and street based sex workers. 
 
Although Bangladeshi HIV cases might be considered low, HIV risk 
behaviors among the people are high (Islam and Miah, 1999). For 
example, there is low condom use rate, high level of sex worker 
patronage, low knowledge of HIV/AIDS, and an extensive needle/syringe 
sharing by injecting drug users (GoB, 2001). 
 
Bangladesh with its poor health infrastructure and over population seems 
to be particularly at risk from an HIV/AIDS epidemic in the not too distant 
future. 
 
2. A Social Prevention Intervention on CSWs    Peer Education Approach 
 
In Cambodia, Interventions have targeted sex workers and their clients 
since 1994-5. A 100% condom use in brothels was adopted, supported by 
widespread free condom availability through the public sector and peer 
education improved STI care and social mobilization. Sex workers 
reported that increasing levels of consistent condom use with clients and 
decreasing incidence of STIs (WHO, 2003). 
 
In Nairobi, Kenya, Intervention with sex workers including peer support, 
condom promotion and STI services have been strengthened throughout 
the 1990s. During this period, HIV prevalence in the city declined, rates of 
curable STIs fell to low levels, and chancroid all but disappeared. The 
incidence of STDs, previously 50% among Nairobi sex workers, after peer 
education intervention, decrease to 4% by end of the decade (Elizabeth 
et al., 2002). 
 
Sex workers have organized in Kolkata, India themselves to address many 
social and health problems that they face. The Sonagachi Project shows 
after peer education intervention, a dramatic 50-fold increase since 1992 
in female sex workers who say they now always insist on condom use 
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(from 1,1 to 50, 4% always; 2,7% to 90,5% overall). Within the project, sex 
workers as peer educators raising awareness among fellow workers as 
well as clients (Rao, 2000). 
 
The peer educators worked in groups of about six and each group was 
responsible for a particular zone at the border of Zimbabwe. They 
become experts by peer education training on their zone and learnt 
where to find the sex workers, the bars, the taverns, the schools and the 
shacks. First, they approached a house in the community and asked 
whether they could a peer educators meeting in a few days time. Often 
they arrive on the day gathered there are many married women, sex 
workers and young people from the community. The peer educators 
sang a song made role-play in regarding HIV prevention. This helped to 
attract even more people. Peer educators then discuss the role-play and 
hand out condoms (watchdog, 2005). 
 
In China, IEC materials were distributed to sex workers free. Condom use 
was highly emphasized in all activities.  The results showed that once 
intervention education had some effect, the object of this study was to 
evaluate implementing a comprehensive STD/AIDS prevention program 
among female commercial sex workers in China. To increase their 
knowledge and awareness of STD/AIDS and condom use in their routine 
sex works but it was very little (Zunyou et al., 2001).  
 
Researchers interviewed 250 brothel based female CSWs, including street 
based 100(low income), 150 in bars (middle income) in Vietnam. The 
results of this survey have been used to improve a peer education 
program for female CSWs that include free STD care in a supportive 
environment (Le, and Lindan, 2000).  
 
We should investigate the socio-economic and cultural factors that bring 
sustained behavior change for AIDS prevention among commercial sex 
workers. The targeted interventions with commercial sex workers and their 
clients were successful in Madras city (NGO in India, 1996). The better 
social status accorded to women in Madras city increased bargaining 
power for condom use. The increased access to health care (through 
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brothel-based health and massage delivery systems) also increases the 
response to prevention and care of HIV infection. 
 
Condoms are an important protection, but are not absolute and all 
sexual contacts carry a risk of STD transmission among commercial sex 
workers. 
 
High-risk participants were recruited from sexually transmitted disease 
and from seven sites across the Mexico randomized to ether the 
intervention (N=1851). Participants completed detailed sexual behavior 
assessments at based months after the intervention. AIDS educational 
program targeting communities in remote areas can successful if carried 
out by respected members of the community.  Intensive condom 
promotion and health education to commercial sex workers and their 
clients need to be initiated urgently to prevent further spread of HIV 
infection (Rao and Svenkerud, 1998).  
 
In red light area and in absence of a red light area, this group needs to 
be approached through voluntary workers with the help of a peer group. 
The peer education method contributes to the prevention of AIDS/STDs, 
because the peer educators win the confidence of the sex workers. Peer 
educators can use the specific aspects of behavior related to 
commercial sex works to make the safer sex message a more 
acceptable one for sex worker. Thailand’s HIV prevention has been 
changed by an effective disease surveillance, which has succeeded in 
major course of the epidemic. It has also relied strongly on regular input 
from behavioral information systems that were developed to monitor 
social patterns. Though its successful efforts to prevent high risk behavior 
and promote safer sex among commercial sex workers (Svenkerud et al., 
1998).  
 
Recent data have shown that the incidence of HIV transmission in 
commercial sex has also decreased to a very low level in Thailand 
(Ministry of health, Thailand, 1996). Now, women are less willing to 
engage in commercial sex, especially based in brothel. Commercial sex 
has shifted to the less direct forms and become lower levels of brothel 
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patronage mean less transmission. But indirect commercial sex work is 
more difficult to control, because of indirect commercial sex workers, 
who tend to have sex off premises, are less able to insist on condom use 
(UNAIDS, 2000). 
 
A total of 201 commercial sex workers were enrolled in the study from all 
the four administrative zones of Kampala city in Uganda. A major 
demographic risk group to HIV/AIDS among these women where 
intervention needs to be focused. Thus, for any successful intervention 
among commercial sex workers needs to be addressed the initiation of 
income generating activities to provide alternative sources of income to 
sex work (James, 2002). Peers constituted a potential resource that could 
be utilized in HIV/AIDS interventions through training and use of peer 
educators for commercial sex workers of Uganda (John, 2001). 
 
Diversity of concerns, perceptions and adoption of safer sex practices in 
Rio de Janeiro, point out to the need for differentiated interventions and 
activities, such as peer education (UNDP, 1996). 
 
These studies indicated that both establishment-based as well as 
governmental policies regarding condom use might be effective in- 
creasing condom use rates and decreasing STI/HIV infections among sex 
workers. 
 
3. Purpose of this study 
 
(1) The purpose of the study is to develop HIV/AIDS prevention program 
enhancing HIV knowledge, condom use self-efficacy, social 
discrimination prevention, and safer sex behavior practices by SAT 
social skill training and peer education interventions among CSWs in 
Tangail brothel.  
 
(2) Another purpose is to understand the gap between HIV/AIDS 
knowledge and behavior requires changing for HIV/AIDS prevention 
among commercial sex workers by follow-up better interventions. 
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There are several approaches to achieve the purpose of the study. The 
effective evaluation of preventive activities depends on the identification 
of indicators and selection of appropriate outcome measures, which 
reflect the goals of the intervention among CSWs. There are various types 
of HIV prevention interventions approaches among commercial sex 
workers in different countries.  
 
KABP study was initiated for understanding the knowledge, attitudes, 
behavior and practices of commercial sex workers in Asia. 
 
Various studies have shown that the effectiveness of peer educational 
approach in relation to AIDS prevention. This approach of intervention is 
required to concern with the development of the self-regulative skills are 
needed to translate informed concerns into HIV preventive actions 
among CSWs. HIV/AIDS prevention intervention depends on quality, 
quantity and other social factors of targeted population.  
 
There has been limited quantitative and qualitative research on the 
knowledge and information of the vulnerable groups and their risk 
behaviors in Bangladesh.  A number of case studies are required to 
identify the sexual behavior and practices along with socio-cultural 
information and health care seeking behavior patterns of high-risk groups, 
like sex workers. 
 
Special studies are needed to identify the factors of stigma integrated in 
cultural beliefs and norms for which innovative BCC (Behavioral Change 
Communication) interventions focusing on specific behavior and attitude 










4. Research plan consisting of 3 studies 
 
Study (1): Demographic Correlates to Regular Condom Use and HIV/AIDS 
Knowledge among Sex Workers at Tangail, Dhaka in Bangladesh. 
Study (1) is a baseline survey on condom use and HIV/AIDS knowledge 
among CSWs at Kandapara in Tangail brothel, and Dhaka. There were 
two kinds of targeted population in this study. Subjects were female 
commercial brothel based sex workers and commercial female street 
based sex workers in Bangladesh. The aim was to promote the use of 
condom among commercial sex workers through their knowledge, 
attitudes, beliefs and practices for HIV/AIDS/STDs prevention. 
 
Study (2) Peer education for HIV/AIDS prevention among Brothel Based 
Commercial Sex Workers at Tangail in Bangladesh. 
Subjects were commercial female brothel based sex workers and 
selected volunteer peer educators in this study (2) for a better social 
intervention in Tangail brothel. The aim of this study is a peer educational 
training and social skill intervention by assessment levels pre, post, and 
1-m-followup among brothel sex workers for HIV/AIDS prevention and 
care.   
 
Study (3) 7-months-followup Study for HIV/AIDS Prevention among Brothel 
Based Commercial Sex Workers at Tangail in Bangladesh   
7-months-followup study is conducted among the same target 
population of brothel based commercial sex workers in Tangail. The first 
aim of this study is to compare between 7-months-followup survey with 
the results of assessment levels pre, post, and1-month-followup of study 
(2) and the results of random non-targeted CSWs. 
 
The aim of this study is firstly necessary HIV/AIDS knowledge, and 
information sustain and secondly to diffuse peer education, and social 








Study (1): Demographic Correlates to regular Condom Use and 
HIV/AIDS Knowledge among Sex Workers at Tangail, Dhaka in 
Bangladesh 
 
1. The purpose of the study 
The purpose of the study is to examine the sociodemographic correlates 
to regular condom use and HIV/AIDS knowledge among sex workers in 
Tangail/Dhaka areas of Bangladesh. 
 
2. The study hypotheses 
(1) General attributes (Demographic data): Virgin or unmarried 
commercial sex workers are most demanded in this profession.  The 
health conscious clients think that virgin or unmarried sex workers are not 
infected with HIV or other STDs. But, these commercial sex workers are 
highly vulnerable to infection because they are having unprotected sex 
with multiple male sexual partners. 
 
Girls especially fail to study at primary level in Bangladesh. Girl children 
are neglected at birth in our society. The majority of female children of 
the rural areas of Bangladesh is unable to go to primary school, and is 
considered to be a burden to the family. These kinds of sociocultural 
factors affected on a low literacy rate of female children.   
 
Street based sex workers are not organized and they do not have a 
particular place for sexual works. These kinds of sex workers are always 
social vulnerable. The earnings of street based sex workers have to be 
shared, if they operate through pimps and brokers. Sometimes, 
policeman and local terrorists take money from street based sex workers 
at night. These kinds of street based sex workers do not have a fixed rate 
as compared to brothel based sex workers. The study hypotheses are as 
given bellow: 
 
(a) Age, income, and education were demographic factors that 
correlate to regular condom use among brothel based sex workers. 
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(2) Commercial sexual activities and condom use: Street based sex is the 
most vulnerable form of commercial sex work, because street based sex 
workers are exposed to various kinds of exploitations. By the nature of job, 
street based sex workers have to maintain a peer relationship with clients 
and pimps. Street based sex workers cannot survive without client’s 
entertainment. They are social vulnerable on the street due to lack of 
strong self-esteem and low educational level. In addition, the literacy rate 
is also low among the male partners of sex workers. A large majority of 
street based sex workers do not use condoms most of the time due to 
lack of negotiation power and lack of knowledge on HIV infection. 
Without the regular use of condoms, commercial sex workers are highly 
vulnerable to HIV and STDs. Street based sex workers almost fail to 
compromise with clients about condom use, we clarified by interviews. 
Face to face interviews showed that many cases of deprivation and 
vulnerability to STDs/HIV risks (Sen, 2000).  
  
 
(b) Commercial sex workers have more risk to be infected with HIV/AIDS  
due to unsafe sex work practices. 
 
(c) Condom use rate is low among commercial sex workers due to lack of 
negotiation skills and assertion training. 
 
(3) Knowledge, Attitudes, Beliefs and Practices (KABP) on HIV/AIDS/STDs 
prevention among Commercial Sex Workers in Tangail: There are very little 
documents and information accessible for commercial sex workers. Lack 
of proper knowledge on HIV/AIDS and social skills training are a major 
problem and it creates stigma and discrimination towards CSWs. The 
awareness of HIV/AIDS in Bangladesh is still low among commercial sex 
workers. Most of them also suffer from various types of infections and 
sexually transmitted diseases. Peer education is not available among 
commercial sex workers in Bangladesh.  
 
There are many misconceptions about proper knowledge on HIV/AIDS 
among commercial sex workers. Many commercial sex workers already 
have been infected with HIV in Bangladesh, even though they do not 
 12 
know. Therefore, commercial sex workers are at risk to be infected with 
HIV/AIDS. Commercial sex workers suffer from a lack of sex and AIDS 
education, and lack of knowledge on safer sex behavior. 
  
(d) Commercial sex workers have lack of HIV/AIDS knowledge and 
social discrimination prevention and care due to lack of peer 
education, social skills training and information facilities. 
 
3. Method 
Participants and Study Instrument 
Two groups of sex workers (N=308) participated in the study. 196 of them 
were brothel-based at Kandapra in Tangail, and 112 were street-based 
workers in Dhaka city area between July and August, 2002. Local AIDS 
NGOs collaborated to locate the sex workers. The study instrument was 
the researcher-completed questionnaire in Bengali, the indigenous 
language. The instrument was adapted from HIV/AIDS (WHO, 1991) and 
pre-tested among 50 brothel/street sex workers for reliability before use in 
this study. The choice of researcher-administered questionnaire method 
was informed by the low writing ability of the sex workers. 
 
The structured anonymous questionnaire required the demographic 
information (age, marital status, education, and income, etc) of the 
participants. There were also questions included HIV/AIDS knowledge, 
attitudes, and practices (KAP). In addition, we conducted oral interviews 
on tape with some of the sex workers for qualitative data. All of the study 
surveys were held during off-peak business hours (mornings and 




The study data were descriptively and inferentially analyzed. The 
meaningful sociodemographic variables extrapolated from the data 
were age, education, marital status, age at first sex experience, and 
monthly income. The association of these variables with choice of sex 
work type (i.e., brothel or street) was examined in a 2 x 2 chisquare 
analysis (Table 1).  Next, the association of these variables with regular 
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condom use among members of the sex work type was examined (Table 
2). The choice of the 2 x 2 chisquare analysis was to enable us an 
estimate the odds ratio (OR) outcome of the data, required for a 
meaningful interpretation of their p-values. HIV/AIDS knowledge, 
attitudes and practices of CSWs(table 3). I utilized the SPSS version 11.5 





Association of age, education, marital status, and income with sex work type 
       Sex Work type        
Variable  Brothel  Street  χ2  Sig  OR (95% CI) 
                       
Age (years)  n     %  N       %        
 ≦19  55  (13.4)  15   (28.1)        
 ＞19  141 (86.6)   97   (71.9)  8.73  0.01  2.52 (1.35-4.72) 
            
Education            
 No education  64  (32.7)  69   (61.6)        
 Primary school education  132 (67.3)  43   (38.4)  24.35  0.001   3.31 (2.04-5.37) 
            
Marital status            
 Unmarried  138  (70.4)  70   (62.5)        
 Married  58   (29.6)  42   (37.5)  0.15  2.03  0.70 (0.43-1.14) 
            
            
Age at first sex intercourse (years)           
 ≦17  145  (74.0)  74   (66.1)        
 ＞17  51   (26.0)  38   (33.9)  0.14  2.17  1.46 (0.88-2.42) 
            
Monthly income (58 taka=$US1.00)           
 ≦4000 taka  52   (26.5)  40   (35.7)        
 ＞4000 taka  144  (73.5)  72   (64.3)  0.90  2.87  0.65 (0.39-1.07) 
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Table-2 
Association of sociodemographic variable with regular condom use 
between brothel and street sex work types 
 
           Regular condom use 
 B.      B.     S.     S.      χ2         sig               OR(95%) CI 
            Yes   no    Yes   no   B.   S.     B.   S.        B.               S. 
 
Variables 
Age(years)       
 ≦19          45   10      4  11 
 ＞19         132   9      22  75    6.23   0.12    0.01   0.73  3.26(1.25-8.53)   1.24(0.36-4.28) 
 
Education 
No education    62   2    17   52 
Primary schl. ed. 115  17    9   34     4.68  0.20    0.01   0.65  4.58(1.03-20.48)    1.24(0.49-3.09) 
 
Marital status 
Unmarried     125   13   15   55 
Married        52    6   11    31   0.40   0.33    0.84   0.56   0.90(0.33-2.50)    1.30(0.53-3.18) 
 
Age at first sex intercourse 
 ≦17        126   19    18   56   
 ＞17         51    6     8   30   7.40   0.15    0.01   0.70    0.87(0.82-0.93)   1.21(0.47-3.10)  
 
Monthly income  
 ≦4000 taka   52   6    8   32  
 ＞4000 taka  125  19   18   54    7.60  0.36      0.01   0.55   1.15(1.08-1.23)   0.75(0.29-1.92)  









HIV/AIDS knowledge, attitudes and practices of CSWs 
 
Knowledge Brothel CSWs Street CSW 
 
Have your ever heard of HIV?                               n=196  (%)  n=112  (%) χ2 p-value        
 B. S. 
Yes 192(98.0) 28(25.0) 
No 4(2.0) 84(75.9)    184.61  0.001 
   
   
Do you know you can avoid being sexually infected with HIV by*  
 B. S.         χ2  p-value        
using condom 93(60.4) 61(39.6)[154]  1.40  0.236 
Diaphragm 67(67.0) 33(33.0)[100]  0.72  0.395 
Avoiding Com 32(60.4) 21(39.6)[53]   0.29  0.588 
No sex at all 56(65.9) 29(34.1)[85]   0.26  0.613 
   
   
Do you know HIV may be contracted through breasting?    
 B. S.          χ2 p-value        
Yes 103(52.6) 61(54.4) 
No 67(34.2) 21(18.8) 
Don’t know 26(13.3) 30(26.8)    14.00  0.001 
   
Do you know you may transmit HIV through*  
 B. S.         χ2  p-value        
Unprotected sex 118((69.8) 51(30.2)[169]  0.97  0.326 
Blood transfusion 69(83.1) 14(16.1)[83]  18.66  0.001 
Needle sharing 42(68.9) 19(31.1)[61]   0.89  0.344 
Child birth 24(35.8) 43(64.2)[67]  29.16  0.001 
Do not know 3(5.0) 57(95.0)[60]  10.72  0.001 
   
Do you know why HIV/AIDS is considered serious? * 
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 B. S.         χ2  p-value        
Not curable 105(71.9) 41(28.2[146]   8.22  0.01 
Infects other 34(52.3) 31(47.7)[65]   4.08  0.043 
Infects unborn baby 29(60.4) 19(39.6)[48]   0.26  0.614 
Leads to death 57(53.8) 49(46.2)[106]  6.79   0.01 
Abnormal life 32(78.0) 9(22.0) [41]   4.25  0.039 
   
Do you know why early treatment of STD is important? * 
 B. S.        χ2  p-value        
To avoid higher risk of HIV 122(58.9) 85(41.1)[207]  6.02  0.014 
To avoid complications 37(54.4) 31(45.6)[68]   3.37  0.067 
Curable 21(43.8) 27(56.2) [48]  9.72   0.01 
Reduced risk of infection 39(73.6) 14(26.4)[53]  2.74   0.098 
Prevent infertility 17(40.5) 25(59.5)[42]  11.27  0.001 
Don’t know 14(35.0) 26(65.0)[40]  16.29  0.001 
   
Attitudes   
   
Do you think you can have HIV/AIDS by having sex with many people? 
 B. S.        χ2  p-value        
I think so 116(59.0) 60(54.0) 
I don’t think so 74(37.9) 28(25.0) 
I don’t know 6(3.1) 24(21.0)     27.73  0.001 
   
Do you think a person may be infected with HIV, yet have no symptoms? 
 B. S.        χ2  p-value        
I think so 77(39.3) 36(32.7) 
I don’t think so 113(57.) 55(50.0) 
I don’t know 6(3.1) 21(19.1)    21.01  0.001 
   
Do you think it is possible to have AIDS by having sex with an AIDS patient? 
 B. S.        χ2  p-value        
I think so 116(59.0) 75(67.6) 
I don’t think so 78(40.0) 16(14.4) 
I don’t know 2(1.0) 21(18.9)     47.40  0.001 
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Do you think one can be infected with HIV by  
 B. S.        χ2  p-value        
I think so 82(42.8) 69(62.2) 
I don’t think so 111(56.9) 31(27.9) 
I don’t know 3(1.5) 12(10.8)      31.75  0.001 
   
Using public toilet?   
 B. S.        χ2  p-value        
I think so 79(40.5) 76(67.3) 
I don’t think so 115(56.9) 25(22.7) 
I don’t know 2(1.5) 11(10.0)      44.05  0.001 
   
Being bitten by mosquitoes or similar insects? 
 B. S.        χ2  p-value        
I think so 71(36.6) 59(54.1) 
I don’t think so 112(57.7) 27(24.8) 
I don’t know 13(6.7) 26(23.8)    36.34  0.001 
   
Using injection needles, which have been used by others? 
 B. S.        χ2  p-value        
I think so 117(60.3) 47(44.3) 
I don’t think so 61(31,4) 35(33.0) 
I don’t know 18(9.3) 3028.1)       13.90  0.01 
   
How worried are you that you might be infected with HIV? 
 B. S.        χ2  p-value        
Very worried 114(58.2) 98(87.5) 
Somewhat worried 37(18.8) 9(8.0) 
Not worried 40(20.4) 4(3.6) 
Don’t know 5(2.6) 1(0.9)       29.67  0.001 
   
Have you been tested for HIV antibody?  
 B. S.        χ2  p-value        
Yes 101(51.5) 2(1.8) 
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No 87(44.4) 107(95.5) 
Do not know 8(4.1) 3(2.7)       82.74  0.001 
   
Would you be willing to know the result of the test? 
 B. S.        χ2  p-value        
Yes 113 (57.2) 29(26.4) 
No 83(5.3) 83(75.4)      28.20  0.001 
   
What kind of people do you feel are most likely to contact HIV? 
 B. S.        χ2  p-value        
Migrant workers 16(8.2) 6 (5.4) 
Truck/bus drivers 28(14.3) 7(6.3) 
Overseas workers 36(18.4) 17(15.2) 
MSM 21(10.6) 0  (0.0) 
Call girl sex worker 9(4.6) 5(4.5) 
Street based SW 69(35.2) 53(47.3) 
Hotel based SW 15(7.7) 13(11.6) 
Brothel based SW 2(1.0)   11(9.7)     35.87    0.001 
   
Practices   
   
No. of clients entertained daily  
 B. S.         χ2  p-value        
1 to 4 61(31.1) 59(52.7) 
5 to 9 103(52.6) 29(25.9) 
>10 32(16.3) 24(21.4)     21.34  0.001 
   
Condom use    
 B. S.        χ2  p-value        
Regularly 111(56.6) 9(8.1) 
Irregularly 66(33.7) 17(15.2) 
Never 19(9.7) 86(76.7)    146.36   0.001 
   
Talk about condom with client  
 B. S.         χ2  p-value        
 19 
Yes 182(93.3) 28(25.0) 
No  14(7.2) 84(75.9)    152.40  0.001 
No response 1(0.5) 1(0.9)    
   
STD experience after becoming a sex worker  
 B. S.       χ2  p-value        
Syphilis 41(20.9) 17(15.2) 
Chancroid 16(8.2) 14(12.5) 
Gonorrhea 67(34.2) 32(28.6) 
Chlamydia 21(10.6) 15(13.4) 
RT & Syphilis 36(18.4) 23(20.5) 
Syphilis & Gonorrhea 15(7.7) 11(9.8)      4.33   0.503 
 
 
CSW=commercial sex worker, *multiple answers questions; frequencies shown in [ ] 
Characteristics of the participants:  
About 64% of the participants were brothel sex workers (mean age = 
23.44 years, SD = 5.54), and about 36% were street sex workers (mean age 
= 25.92 years, SD =5.38).  Most of the brothel sex workers (38.8%) were 
unmarried and about 29.6% of them married compared with 37.5% of the 
street workers that were married. The percentages of divorcee and 
widow in the brothel and street samples were almost the same (31.6% 
and 33%, respectively).  About 23% of the brothel sample could read 
and write, against 6% of the street sample. Before adolescent age, 8-12 
years old, 42.3% of the brothel workers had had their first sex act 
experience, against 25% of the street sex workers of the same age range.  
Brothel sex workers earned a greater monthly income (over 4000 taka, or 
USD69) than did their street-based counterparts, though the difference 
was not statistically meaningful. 
 
Sociodemographic correlates to sex work: 
Age was significantly associated with sex work career type in the samples 
(Table 1).  Sex workers aged over 19 years  old were 2.52 times more 
likely than under age 19 years to work in the street rather than at a brothel 
(χ2 = 8.73, p<0.01, OR = 2.52, 95% CI = 1.35-4.72).  Education also showed 
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that significant association with sex work type. Sex workers who had at 
least primary school education were 3.31 times more likely to work at the 
brothel than in the streets ( χ 2=24.35, p<0.001, OR=3.31, 95% 
CI=2.04-0.5.37).  
 
Among the brothel sex workers age, education, and income were 
significantly associated with regular condom use (Table 2). Brothel sex 
workers aged over 19 reported 3.26% times more likely to regularly use 
condom with clients than those adolescent aged below 19 (χ2=6.23, 
p<0.01, OR=3.26, 95% CI=1.25-8.53). Those with at least primary school 
education reported 4.58 times more likely to regularly use condoms with 
clients than those with no education (χ2=4.68, p<0.01, OR=4.58, 95% 
CI=1.03-20.48). No significant influence of these sociodemographic 
variables on regular condom use among the street sex workers was 
observed. 
 
HIV KAP among Commercial Sex Workers: 
Overall, the brothel-based workers showed better HIV KAP than the 
street-based workers on most parameters of the study instrument. For 
example, although over 87% of the street workers compared with 58.2% 
of the brothel workers were “very worried” about HIV risk, only 1.8% of 
them ever had voluntary HIV medical check against 51.5% of the brothel 
workers who voluntarily did. Also, fewer street sex workers (6.3%) 
compared with brothel workers (14.3%) considered truck drivers as 
people at risk of HIV (Table 3).  Brothel workers had more clients 
patronage per day than the street workers, and a significant number of 
them purchased condoms always (56.6%), talked about condoms with 
their clients (93.3%), and used it regularly with a partner  (55.6%), against 
few street workers who purchased condoms always (9.8%), talked about 
them with clients (25%), and regularly used them with clients (8.1%)(Table 
3). However, among the brothel workers, those who did not regularly insist 
on condom use with clients significantly made more monthly income 
than those who regularly used the condom with clients (χ2 = 7.60, p<0.01, 





The vast majority of Bangladeshi sex workers are from the extremely urban 
poor (Barkat & Akhter, 2001), and the motivating factor to the career is 
money (Campbell, 2000). These poor urban migrants tend to show 
behavioral characteristics that are vulnerable to HIV infection (Sen, 2000). 
The scenario below, recorded in this study, among some brothel and 
street workers epitomizes the predominance of money and male libido 
over sexual health:  
 
Client:  (Beckons at the sex worker of his choice from a group 
of sex workers <SW>; he has never known her 
previously)  
SW:  Can I help you?   
Client:  Hmm (with a nod of the head).   
SW:  Do you have money? (She approaches him; leads the 
client away to negotiate price). 
Client:  (Often already experiencing an erection) Hands over 
the agreed sum to the SW.  Penetrative sex takes place; client 
departs. 
 
In this scenario, the self-efficacy of the sex worker and her client to 
discuss/negotiate condom use seems low.  In Bangladesh, most clients 
are uncooperative, and hold the sex worker at low self-esteem (Human 
Rights Watch Bangladesh, 2003).  
 
“When I ask my customers to wear condom before sex, they tell 
me ‘you are a sex worker. You are already spoilt. We don’t 
need to use a condom,” reported some sex workers. 
 
However, we statistically observed in this study that age was a significant 
demographic correlates to regular condom use, particularly, among the 
brothel workers. The sex workers aged over 19 years reported higher 
regular use of the condom with clients than did those who aged below 
19. It seemed that sex workers who may be in the trade might have 
greater confidence to demand condom use from their clients than the 
adolescent sex workers. The study outcome concerning age was in line 
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with previous reports (Sarker, and Kumar, 2004; Campbell, 2000). 
 
Education was also associated with regular condom use in this study.  
The propensity of sex workers who had at least formal primary school 
education and who regularly demand condom-use to clients was about 
five times higher (OR=4.58, p <. 01) than those with no formal education. 
However, brothel sex workers who did not regularly use condoms 
seemed to earn more than those who regularly required their clients to 
wear the condom (p <. 01).  It is probable that more clients seem to 
patronize sex workers who allow unprotected sex. The response of a 
brothel sex worker to our advice to demand condom use to clients 
supports the supposition: 
 
“Don’t advise me, I don’t have time. I’m hungry.… Here there 
are many (sex) workers. If I use condom, and lose the client, 
what will I eat?” 
  
There was higher prevalence of pre adolescent (≦17 years old) first sex 
experience among the brothel than the street sex workers. As early as 
8-12 years old, 42.3% of the brothel sex workers had had first sex act 
experience, against 25% of the street sex workers who did so. The reason 
for the high early-age sex experience was not clear, when considering 
that 18 years is the minimum legal age for sex work in Bangladesh (Govt. 
of Bangladesh, 1997). It seems that some brothel sex workers may 
introduce their adolescent daughters to sex work in brothels (Human 
Rights Watch Bangladesh, 2003). Other reasons could be indentured 
prostitution (Hwang, 2003) practiced in Bangladesh through the activities 
of pimps and brothel madams (Hosain & Chatterjee, 2005). An 
indentured sex worker in this study explained: 
 
“My mother died when I was a little child. My stepmother was 
cruel to my brother and I. My brother was lucky, my maternal 
aunt took him. I stayed with my stepmother. She would beat 
me; would not give me food. One day I couldn’t stand it any 
more. I ran away from home. I met a woman who said she 
could find me a job in the city. She was nice and kind to me … 
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but she sold me to the brothel.” 
 
Furthermore, exploitative brokers protect most brothel sex workers from 
police harassment for a fee ((Hosain & Chatterjee, 2005).  Hence, 
adolescent sex workers may operate more safely at brothels than at the 
streets. 
 
It was not clear why the demographic variables showed no statistical 
significance among the street samples. The seemingly individualist, 
non-homogeneous character of street sex workers may account for it 
(Human Rights Watch Bangladesh, 2003). Brothel sex workers often have 
appointed leaders who tend to act as peer educators to facilitate a 
group culture among the sex workers (Human Rights Watch Bangladesh, 
2003). 
 
Overall, the brothel sex workers showed greater positive HIV KAP than 
their street-based counterparts.  More brothel workers than street 
workers have heard of HIV/AIDS; knew that unprotected sex, 
contaminated blood transfusions, and injection needle sharing were risk 
factors for HIV transmission. About half of the brothel workers (57.7%) 
correctly believed that they could not contract HIV through mosquito 
bites; only a few (24.8%) of the street-based workers did not think so (table 
3). An educated guess may point out that educational background and 
group culture of the brothel sex workers are the main factors for their 
better HIV knowledge than that of the street workers. 
 
“I never heard of the disease, because I never went to school. 
I can neither read nor write. …My mother told me that for girls 
(it is) not necessary to go to school”, reported a street sex 
worker. 
 
Nearly, all the street sex workers were ‘very/somewhat worried’ about the 
possibility of HIV infection.  It was not clear if the seemingly low worry 
among the brothel workers was associated with the fact that over half of 
them stated they regularly used the condom with partners, and had 
voluntarily gone for HIV test compared with fewer (8.1%) street workers 
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that reported regular condom use with partner, and had voluntarily gone 
for HIV test (1.8%)(table 3). Nearly, all the brothel workers (93.3%) reported 
that they talked about condoms with their clients. Very few (25%) of the 
street-based workers did so. However, the claim by the brothel sex 
workers that they regularly used condoms with clients seems doubtful 
considering the incidences of STDs among them, particularly gonorrhea 
(34%), after becoming a sex worker. Both street and brothel sex workers 
reported several other STDs, suggesting that both groups were at risk of 
contracting HIV. Negotiation skills development regarding condom use is 
more necessary about condom use for adolescent sex workers. 
 
“Most of those who knew of HIV had some false beliefs about the mode 
of HIV transmission, for example believing that HIV could be contracted 
by touching an AIDS patient, or sharing bathing facilities or eating 
utensils” (Rahman et al., 1999). 
 
These findings suggest several interventions for reducing HIV infection 
among commercial sex workers. Focus group discussions on knowledge, 
attitudes, beliefs and practices were conducted with sex workers to 
better understand the determinants of and barriers to condom use with 
clients. Throughout the study’s intervention area, typical sex 
workers/clients scenarios and creative ways for sex workers to convince 
clients to use condoms were depicted. As a result of these activities, sex 
workers began to recognize themselves as leaders not only in the realm 
of HIV prevention in sex establishments, but also with regard to other 
health and social issues in their communities and neighborhood 
associations (Luis ＆  Deanna, 2000). These kinds of street based sex 
workers have no fixed rate as compared to brothel based sex workers.  
 
To communicate with police, brothel owners, commercial sex worker’s 
leaders and public officials to follow the 100% condom policy of the Thai 
model may be possible to increase condom use rate among commercial 
sex workers in Bangladesh. 
 
Although Human Rights Watch Bangladesh, 2003, recommended the 
Thai model to Bangladesh officials, most of what are known about the 
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HIV burden among high risk groups in the country are from brothel sex 
workers (Gibney et al., 2003; Hosain & Chatterjee, 2005). 
 
Low literacy rate and gender inequality may increase more vulnerability 
to HIV infection among commercial sex workers. These women are 
bound to become sex workers due to socio-economic and cultural 
factors (Brown, 2001). 
 
The information on HIV prevalence in Bangladesh is limited and   
available data suggest that the overall prevalence is low even   among 
high-risk groups. However, socio-economic backgrounds make the 
country vulnerable to the epidemic (UNDP Bangladesh, 2002). 
 
Street sex workers earned a lower monthly income than brothel sex 
workers due to social vulnerability and they are not organized as brothel 
sex workers. 
 
Commercial sex workers have more risk to be infected with HIV infection 
due to unsafe sex work practices. Furthermore, where high proportions 
are commercial sex workers, then there are difficulties because it will 
probably prove to be impossible for them to identify many of their 
partners by names and address (John and Caldwell, 1993).  Most of 
clients tend to prefer unprotected contact in order to maximize the 
perceived pleasure from their money (Campbell, 2000), as well as hold 
the female sex worker at low self-esteem. F 
 
Many commercial sex workers have a lack of HIV knowledge on safer sex 
behaviors, and misconceptions about HIV infection and these factors 
increase sex worker’s vulnerability to HIV. Condom use rate is low among 
commercial sex workers due to lack of communication and negotiation 
skills and assertion training. 
 
A large number of commercial sex workers have lack of basic sexual 
knowledge, lack of proper knowledge of STDs/STI and non- countable 
client meet to residence sex workers or street sex workers, who are very 
vulnerable to HIV/AIDS (Nadeem, 2003).  
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6. Conclusion 
The positive association of age and education with regular condom use is 
instructive for a sexual health promotion policy. At present, the legal 
minimum age for sex work in Bangladesh is 18 years. Increasing the 
minimum legal age for sex work is advocated. Adolescent sex workers 
are highly vulnerable, and they are sometimes unable to negotiate with 
their clients for safer sex. 
 
The Bangladesh government recently introduced a free compulsory 
primary school education. Also, from 2006, HIV/AIDS life skills education 
was taught for the first time throughout Bangladeshi secondary schools 
(Kaiser, 2005).  While the policies are welcomed developments, it is 
hoped that they would be diligently pursued among women if 
meaningful HIV/AIDS prevention in the country is to be achieved. 
 
The results of this study have also revealed that many sex workers have 
misconceptions about HIV infection due to lack of peer education, social 
skills training and information facilities. Therefore, access to information 
about basic facts like modes of transmission and correct knowledge on 
HIV/AIDS should be made available among commercials sex workers, 
especially street based sex workers in an informal setting.  
 
Strong superstition/misconception and cultural taboos predominantly 
guide the ethos of the majority of the population in the society to make 
valued judgments both on sex work and sex worker due to sociocultural 
problems (Khan and Khan, 1995).  
 
HIV/AIDS infection is preventable through awareness. Awareness is the 
key to prevention. Awareness building skills training programs on safer sex 
behavior and its consequences with regards to STDs and HIV/AIDS 
infections prevention may be effective among commercial sex workers. 
 
Peer education should be focused on the risk of infection and 
negotiation of safer sex behaviors among CSWs. Counseling can also 
address on behavioral and mental changes towards AIDS prevention 
and care.  
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Several findings suggest that several interventions for reducing HIV 
infection, such as KAP survey on Knowledge, Attitudes, and Practices is 
necessary among commercial sex workers. As a result of this research, 
innovative educational materials, such as comic books, posters and 
stickers were developed and distributed. Peer education throughout the 
study’s intervention area depicting typical sex workers/clients scenarios 
and creative ways for sex workers to convince clients for use condoms 
was conducted (Luis & Deanna, 2000). 
 
7. Limitations of the study (1) 
 
Several limitations of this study should be considered when interpreting 
these findings: 
 
 The data are collected from self-reports, which may be subject to error 
through a social desirability bias. However, the questionnaires were 
previously assessed for social desirability, and no significant social 
desirability bias was found (Morisky and Ang, 2002). This lends support to 
the viability of the KAP questionnaires used in the study. We suggest that 
further research be conducted on assessment of KAP to provide more 
reliable and valid measures among CSWs. 
 
 The study focused mainly on knowledge, attitudes, practices and its 
potential in the transmission of HIV/AIDS. There is a need for further 
research to provide a deeper understanding of the extent to which 
changes in behavior and practices are affecting the various aspects of 
HIV/AIDS spread, and care in commercial sex works. 
 
 The questionnaire was designed to measure knowledge, attitudes, and 
practices related to HIV/AIDS/STDs at a baseline level, not to follow-up 
afterwards. 
 
  Clients generally still dominate and control sex worker’s sexual behavior. 
The previous study by Morisky, Pena, Tiglao,and Liu, (2002), found that 
despite efforts to educate CSWs to practice safe sex and to have a 
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greater impact, there was a great need to focus their male clients in this 
regard in order to curb the escalating HIV/STI infection rates. 
 
  In all, 300 brothel sex workers and 200 street sex workers participated in 
the study, but the pre-analysis cleaning of data produced 196 brothel 
and 112 street validly completed study questionnaires. 
 
8. Further studies 
 
More qualitative and quantitative research on HIV/AIDS prevention and 
care needs, and new behaviors of sex workers is required for several 
reasons. First, barriers to HIV/AIDS prevention and care have to be 
identified.  
 
Peer education may be used to achieve change at the individual level 
by attempting to modify a sex worker’s knowledge, attitude, belief, or 
behavior. However, peer education may also result in change at the 
group or community level, by changing social norms and stimulating 
collective action that leads to changes in programs and policies. 
Therefore, peer education is necessary for further intervention studies 
among sex workers in brothel community and outside of the brothel for 
HIV/AIDS prevention and care in Bangladesh.   
 
Intervention should be aimed at changing the behavioral regarding 
unsafe practices of commercial sex workers and their clients. Increasing 
knowledge about HIV/AIDS/STDs through learning, informal seminars, 
publicity, rituals, cultural activities and skill training of commercial sex 
workers by peer educators. Further studies are required for creating a 
safer sex environment and increasing the self-esteem of CSWs and peer 










Study (2) Peer education for HIV/AIDS prevention among 
Brothel based commercial sex workers at Tangail in 
Bangladesh   
 
1. Purpose of the study 
 
(1) The purpose of the study is focused on promoting safer sex behavior 
for HIV/AIDS prevention among commercial sex workers. 
 
(2) A peer education intervention is conducted to aim at changing to 
safer sex practices among commercial sex workers and their clients at 
Tangail in Bangladesh. 
 
(3) The purpose of this peer education intervention is also to increase 
knowledge and behavior self-efficacy for HIV/AIDS prevention, and to 
build effective self-decision-making, negotiation and communication 
skills for HIV/AIDS prevention and care among CSWs.  
 
2. Importance of the study  
Commercial sex workers have led a very hard life in Bangladesh. High 
divorce rate, multiple marriage, early marriage, unregistered marriage, 
polygamy, dowry system and poverty are sociocultural account why 
considerable number of woman engages in commercial sex in 
Bangladesh. Besides, they suffer from the lack of HIV/AIDS education, 
health counseling and health care services. The prevalence of Sexually 
Transmitted Diseases (STDs) among commercial brothel based sex 
workers is so high. 
 
3. The study hypotheses 
Sex workers cannot make decisions strongly due to low self-esteem. The 
most effective education on HIV transmission is through peer education in 
which sex workers have the best chance of helping other sex workers to 
protect themselves from HIV infection. But, peer education is not getting 
a fair chance among CSWs in Bangladesh. 
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The majority of sex workers would like to use condoms but owing to the 
lack of negotiation power they often fail in the competitive market of 
commercial sex works. 
 
Sex workers are kept in the dark about education on sex. Adequate 
knowledge among sex workers on safer sex is also absent. Because of its 
private nature, sex was never so open an agenda in Bangladesh for 
discussion until recently when unsafe sex was exposed to a major route 
for the spread of STDs, HIV and AIDS. Bangladesh is a very vulnerable 
country for these deadly diseases, as the educational curriculum does 
not have desired elements of informal peer education for the sex workers, 
because, Bangladesh is a very conservative society. There are lots of 
misconceptions and superstitions regarding HIV/AIDS infection in our 
society. 
 
Social skill training leads to self-reliance among sex workers. There is a 
need for training in assertion skills for safer sex behavior among CSWs. 
 
The study hypotheses are as given bellow: 
 
(1) HIV/AIDS knowledge, social discrimination prevention, self-efficacy 
and safer sex behavior practices may be improved by peer 
education and social skill training program among CSWs at Tangail 
brothel. 
 
(2) To increase HIV/AIDS knowledge, behavior self-efficacy and to be 
built effective self-decision-making, negotiation and communication 
skills for HIV/AIDS prevention among sex workers by assessment pre, 
post and follow-up levels in particular brothel. 
4. The theory of social and behavior intervention 
Intervention followed the AIDS Risk Reduction Theory (Catania J.A. & 
Kegeles, 1990), Diffusion of Innovation theory (Rogers, 1994), 
Health-related SAT (Structured Association Technique) Social Skill Training 
Program (Munakata, 1997) and Peer education theory (Kelly et al. 1991) 
for brothel based CSWs by this study.  
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The effective evaluation of preventive activities depends on the 
identification of indicators and selection of appropriate outcome, 
measures, which reflect the goals of the intervention among CSWs. There 
are various types of HIV prevention interventions models among 
commercial sex workers in different countries. 
 
Evidence from other surveys showed that the prevalence of STIs among 
the Female Sex Workers studies was high, as expected, because among 
this group no effective intervention strategy has been implemented in 
Bangladesh (Rahman et al., 2000). Similar high rates of STIs were found 
among Female Sex Workers in African countries (USAID, 2004). 
 
The findings from the survey showed that simple education on HIV/AIDS 
issues does not work -------- sex workers in Bangladesh is highly aware of 
the risks of their of professions, yet risk perception does not translate to 
sustainable behavior change.  
 
(1) AIDS Risk Reduction theory: Catania, Kegeles and Coates combined 
elements from various behavior theories to construct the AIDS Risk 
Reduction Model (ARRM). AIDS Risk Reduction theory proposes that 
individual must go through three distinct stages before they are able to 
change their risky sexual practices. First, they must recognize and label 
their behavior as high risk (labeling). Next, they must make a commitment 
to reduce high-risk sexual activities. And increase low risk activities 
(commitment). Lastly, they must seek and act on solutions directed on 
reducing these high-risk behaviors (enactment) among CSWs.  
 
In regards to practical application, the ARRM emphasizes the importance 
of helping members of the target population to accurately perceive their 
risk of developing HIV and the consequences of HIV, helping to build their 
commitment to safer sex among CSWs. This theory is also assisting in the 
removal of barriers that are preventing CSW from making positive 





Due to the fact that this model is a relatively new theory, the literature 
relating to the effectiveness of this theory is somewhat limited. There are 
several studies that support the usefulness of this theory. Boyer, Barrett, 
Peterman and Bolan implemented a program based on the ARRM, and 
found an increase in condom use amongst clients, and a decrease in the 
mean number of sexual partners without condom use. Following a 
psycho-educational intervention based on the ARRM, Malow, West, 
Corrigan, Pena, and Cunnigham (1994) found that intervention group 
subjects displayed enhanced self-efficacy, condom use skills, and sexual 
communication showed a reduction in sexual HIV risk behaviors. Coates, 
and Kegeles (1994) examined the ARRM in a sample of unmarried 
heterosexual adults, and generally found evidence linking the stages of 
ARRM. 
 
(2) Diffusion of Innovation method was conducted this Intervention study 
for targeted population. The Diffusion of Innovation is characterized by 
four elements an innovation, communicated via certain channels, over a 
period of time, to members of a social system (Roger, 1995).  
 
The process of diffusion occurs faster in unique groups such as CSW. 
Brothel leaders play an important role in influencing the attitudes and 
behaviors of unique population groups. 
 
Diffusion of Innovation theory was first written by E.M. Roger (1983). He 
defines an innovation as an idea, practice or object that is perceived as 
new by an individual or other unit of adoption. He defines diffusion as 
“the process by which an innovation is communicated through certain 
channels over time among the members of social systems”. The four 
elements of diffusion theory as related to heath promotion are  
 
 The innovation, which is the health promotion concept or strategy. 
 
 The communication channels, which are the means by which the 
messages are presented and feedback obtained. 
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 The time or process required for the innovation to reach the target 
audience.  
 
 A social system, or structure and functions of relation among a group of 
individuals. 
 
Diffusion theory examines how an innovation is communicated over time 
among the members of a social system. The goal of diffusion in health 
promotion programs is that of maximizing the exposure and reach of 
effective programs and interventions.  
 
Effectiveness of Diffusion of Innovation Theory: Though Diffusion of 
Innovation theory has been successfully applied to thousands of social 
change problems, rigorous, controlled research designs are unusual in this 
type of research. The studies that have been conducted are typical topics, 
other than HIV/AIDS prevention. Despite, the fact that diffusion of 
innovations theory appears to have a lot to contribute to AIDS prevention, 
its effectiveness has not been well assessed empirically. This theory provides 
useful insight into the difficulty of achieving the behavior change necessary 
to curb the HIV/AIDS epidemic in developing countries and in the 
successful programmatic initiatives that have come to be known as the 
San Francisco model (Bertrand, 2004). 
 
Diffusion of Innovation Theory and AIDS prevention: According to Dearing 
et al. (1994), there are several important points to keep in mind when 
applying diffusion theory to AIDS prevention. In regards to the 
communication of HIV risk behavior change; these messages can be 
complicated in at least three ways. Firstly, due to the sexual nature of HIV 
transmission, this topic may be considered taboo, and discomfort and 
embarrassment may surround attempts at communication. Secondly, due 
to the fact, many AIDS prevention strategies lack the guarantee of 
consequence, there is a decreased likelihood that the recommended 
innovation will be adopted. An example of this is condom-use. A person 
considering using a condom may reason that using condoms does not 
guarantee that HIV will not be contracted, and not using condoms does 
not guarantee that the virus will be contracted. He may therefore choose 
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to forego the use of a condom. The third factor that influences 
communication is the unique nature of the population groups, which are at 
high risk for contracting HIV. Thailand and Uganda dramatically reduced 
levels of HIV/AIDS in the 1990s and description of these successes are 
frequent in the HIV literature (Hogle et al., 2002). 
 
(3) Health-related SAT (Structured Association Technique) Social Skill 
Training Program (Munakata, 1997) is a form of SAT social skill that supports 
individual’s efforts in achieving self-awareness, self-efficacy, and 
self-decision making by building image-script for behavior change in 
solving health-related problems. This SAT social skill training method does 
not entail merely giving advice to individuals with health problems.  
 
Currently most of the workers, including health professionals, tend to suffer 
depression due to poor workplace interpersonal relationship and lack of 
social skills, including stress management. These workers and professionals 
require assertion, negotiation and listening skills for a healthy physical and 
mental state. This SAT Assertion and Negotiation Training Method and its 
effectiveness to boost mental health as follows what is assertion and 
negotiation skills. Basic postures and six tips need for assertion and 
negotiation; negotiation flowchart and its tasks, and how to check whether 
assertion was successful or not. Stress resistance was significantly enhanced 
based on the pre-post study of SAT Assertion Training in a sample of public 
officers. In Japan, the use of SAT in health counseling is spreading among 
healthcare professionals (Munakata, 2006).  
 
(4) Peer education enlists members of a specific group will be helped 
effect behavioral change among their peers. This intervention reduced 
HIV related risk behaviors among female commercial sex workers by 
behavioral skills training and increasing HIV-related knowledge and 
awareness of personal risk perception of CSWs and clients. 
 
Utilizing sex workers as peer educators to disseminate information leading 
to behavior changes and promoting the use of condoms among sex 
workers is important. CSWs first need to value themselves enough to think 
of taking steps to protect their health and their lives.  While promoting 
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the use of condoms, the peer educators soon realized that in order to 
change the sexual behavior of sex workers, it is not enough to enlighten 
them about the risks of unprotected sex or to improve their 
communication and negotiation skills (Jeffery and Kelly, 1993).  
 
It also acknowledges the important role that perceived peer norms play 
in influencing individual’s behavior (Miller et al., 1999). Women were 
trained in participatory education skills (e.g. role-plays and drama) and 
given access to unlimited supplies of free condoms. The NGO 
co-coordinator visits the community two/ three times a month to support 
peer educators. Furthermore, this local peer education team networks 
closely with similar sex workers teams in other areas in the region (Poloko 
et al., 2000). 
   
Peer education is the most popular method employed by the behavior 
change programs targeting CSWs(USAID, 2004). Peer educators taught 
their fellow sex workers about STIs and HIV/AIDS, trained them in songs, 
role plays, drama and other participatory techniques. Peer education 
produces good results with sex workers in condom use and STI reduction 
(CARE, 1997). When peer education programs target brothel, 
management must be involved and their approval secured.   
 
Use of peer education in the realm of HIV/AIDS stands out, because of the 
number of examples of its use in the recent international public health 
literature is focused (Margaret, 2004). Because of this popularity, global 
efforts to further understand and improve the process and impact of peer 











5. Research method 
 
5.1 Data analysis 
The study data were following categories with assessment levels pre, post 
and 1-month-followup. Proportions and medians were compared using 
theχ2  Willcoxon signed rank tests, Friedman test and Mann-Whitney U 
tests where appropriate, and tests for trends across ordered categorical 
exposure variables was done using the test for trend p-value was 
considered statistically significant for interpretation. I utilized the SPSS 
version 11.5 software for the data analysis.   
 
5.2 Syllabus of HIV/AIDS prevention intervention study 
 
Period of session: 2hours  
 
Training and Teaching Themes                                                                         
                                                                                                                                   
1. Knowledge, Information, Communication and Education for the 
prevention of HIV/AIDS spread and social discrimination                          
                                                                      
2. Self-Decision and Assertion skill Training 
        
3. Negotiation Skills Training                                                                       
 
5.3 Teaching Plan 
 
Teaching activities: Discussion, training, role-playing, face-to-face 
dialogue, question-answer, feedback, correction and final feedback 
 





• Lectures and presentations 
• Question and answer sessions 
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Selection of peer educators 
 
Research team selected the peers by means of negotiation on basis of 
self-interest in becoming a peer educator. The criteria of selected 
 
• Peers should be aged 27 +; 
• Motivated to work as a volunteer peer educator; 
• Have good communication skills and ability to lead activities on 
HIV/AIDS prevention and care. 
• Literate, and self-confident 
• Hard workers. 
 
Evaluation of peer educators 
 
• Gain new knowledge on HIV/AIDS, improve communication skills and 
social discrimination prevention or same; 
• Their self-confidence has been raised, increase their self- decision and 
self-esteem or not; 
• Negotiation and assertion skills of peer educators are to gear-up or 





        
• HIV/AIDS Knowledge, Information, Communication and Education 
for the prevention of HIV/AIDS spread and social discrimination                          
 
 
Contents of teaching plan                                         Key Words 
 
 
1. What is HIV?                                                        HIV 
2. How does HIV affect the body?                                    Body 
3. What is AIDS?                                                      AIDS                       
4. What is the HIV test?                                            HIV test 
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5. Remove fear/ignorance of discrimination                  Discrimination 
6. To change community attitude toward discrimination 




Mode of Transmission/ 
Transmission Means Knowledge 
 
1. How do you get infected with HIV?                        HIV Infection 
2. How is HIV transmitted?                                 HIV transmission 
3. What is unsafe or high-risk behavior?                   High risk behavior 




Knowledge on STDs and Condom Use skills 
 
1. What is an STD or an STI?                                        STD/STI 
2. How do you use a condom properly?                  Condom use skill 
3. Have you often purchased condom?                Condom purchase 
4. Have you ever suffered STDs?                             Name of STDs 




Source of HIV/AIDS information,  
Communication and Education 
                           
 
1. From what source in your brothel /out side do you hear most HIV/AIDS? 
                                                 Source of HIV/AIDS inf.                                      
2. Special awareness about the disease;                   Awareness raising 
3. Awareness about the impact of the disease             Impact of disease 
4. Provide information about how to prevent                 How to prevent 
                                                    the spread of the disease 
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5. Clarify misconceptions about the disease                 Misconception 
6. Correct mode transmission against discrimination           Discrimination 
7. Discrimination can take despicable forms                    Despicable 




• Assertion and Self-Decision skills 
 
1. Coping effectively with high-risk situations          coping high-risk situations 
2 .To increase self-esteem                                         Self-esteem 
3. To enhance Self-efficacy for behavioral change                Self-efficacy 
4. To make decision to solve problems                    Decision-making skills 
5. Increasing social net work                                   Social net work 
6. STD/HIV counseling training program                            Counseling 
7. Awareness building on HIV/AIDS                             Self-realization 




• Negotiation Skills 
                   
1. Social skills in negotiating self-protection                      Self –protection 
2. Practicing skill for negotiating safer sex practices                    Safer sex  
3. Development skills for condom use                          Negotiation Skills 
4. Reduce client without condom                               Reduce client 
5. Increasing negotiation power in competitive market      competitive market     
6. Making organization for skill development                      Organization 
 
5.4 Text of HIV/AIDS prevention intervention study 
 
HIV/AIDS Knowledge, Information, Communication and Education for the 







(1) What is HIV?   
 
Human Immunodeficiency Virus (HIV) is the virus that causes AIDS. It is 
transmitted by blood. Virus can live in the body for long time without any 
symptoms. Overtime, the virus breaks natural immune system, making it 
very hard to fight off other infections. 
 
When AIDS was first recognized in the U.S.A. 1981; cases were identified 
by finding severe opportunistic infections, such as Pneumocystis carinii 
pneumonia that indicated profound defects in cellular immunity in the 
absence of other causes of immunodeficiency. In this region, HIV 
infection was first detected in Thailand in 1984 and in India 1985. In 
Bangladesh, first case of HIV infection was detected in 1989. Since then 
identified cases have been increasing rapidly among commercial sex 
workers.  HIV infected patients commonly develop skin manifestations 
that can be grouped into viral, bacterial, fungal, neoplastic and 
nonspecific dermatitides. 
 
(2)  How does HIV affect the body? 
 
A gene that appears to offer some protections from HIV, and that could 
also delay the onset of full-blown AIDS in those who do became infected 
with virus.  
 
HIV affects the body’s ability to defend itself against infections. The 
persons are infected with HIV often may show no signs or symptoms. In 
addition to destroying the body HIV also enters other cells in the body 
and affects their ability to function, example, HIV can enter brain cells 
and cause loss of functions. The gene produces an allergen that helps 
mute the reaction of the body’s immune system. 
 
Human Immunodeficiency Virus (HIV) can affect the body by 
unprotected sex, blood transfusion and needle sharing any time. This 
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disease is not curable. If HIV affects the body you will die any time. Spinal 
cord function may also be impaired in HIV infected individuals.  
 
After a while, HIV will begin to weaken the body’s immune system, which 
usually fights off any infections. The major damage HIV causes to the 
immune system is white blood cells known as CD4 cells. Which sets the 
immune system in motion, when organisms such as viruses, bacteria and 
fungi enter the body. 
 
HIV infects CD4+ cells and uses them to make new copies of HIV. These 
copies then go on to fight more cells. Over time, as the number of healthy 
CD4 cells declines, the immune system ability to fight infections can be 
greatly reduced.     
 
(3) What is AIDS?           
                                                                                                 
Acquired Immune Deficiency Syndrome (AIDS) is a name of fetal disease.  
AIDS is the result of HIV infection many years to develop. By the time 
someone develops AIDS, HIV has damaged the immune system.  It 
destroys body mechanism, the body cannot protect safe virus. AIDS is a 
condition where the body’s ability to fight any invading disease has been 
destroyed. There is no cure for AIDS presently; however, early diagnosis of 
HIV infection can delay the progression of AIDS.  
 
(4)  What is the HIV test?  
                                                                            
The HIV test shows whether someone has HIV, the virus that is responsible 
for what was in the pas called AIDS. It is not a test for AIDS. The most 
commonly available HIV test is more properly called an HIV antibody test, 
because it looks for antibodies to HIV. Antibodies are created by infected 
person’s immune system in response to the presence of HIV. 
 
When someone becomes infected with HIV, it can take up to three 
months for their immune system to produce enough antibodies to show 
up on an HIV test. This gap is called the window period, or seroconversion. 
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Throughout this window period, the person with HIV does, however, have 
enough viruses in their blood and sexual fluids and breast milk to infect 
another person. Indeed, the level of virus in their body fluids at this time 
can be extremely high, making them particularly infectious. Because, the 
HIV test looks for antibodies, taking an HIV test less than three months 
after infection might not give an accurate result. 
 
Antibodies to HIV are usually detectable in the blood round 8 weeks 
when a commercial sex worker is infected. Although infected sex worker 
can look and feel healthy, the virus to others, if they share needles and 
syringes or if they have sex. 
 
HIV antibody tests means Human Immunodeficiency Virus (HIV) test. You 
may test HIV for your safety. Nobody will know your name. They will use 
only code number.  You can understand by such as sweats, diarrhea, 
weight loss and washing.  Physical examination may be entirely normal. 
Abnormal findings range from completely nonspecific to highly specific 
for HIV infection. Those that are predictive of HIV infection include hairy 
leukoplakia of tongue and disseminated Kaposi’s sarcoma.  HIV viral 
load tests measure the amount of actively replicating HIV. Correlate with 
disease progression and response to antiretroviral drugs. Levels > 
5000-10,000 copies ml.  The tests currently used to detect HIV antibodies 
are considered to percent accurate in testing the blood of people who 
have develop HIV.  
                                        
(5) Correct mode of transmission against discrimination 
 
Correct mode of transmission against discrimination is trained among 
commercial sex workers in the brothel. 
 
(6) Discrimination can take despicable forms 
 
Discrimination can take despicable forms by incorrect mode of 




(7)  To enhance non-discriminatory environment 
 
A concerted effort is needed to target high-risk population, such as 
commercial sex workers in a non-discriminatory manner and to use their 
occupation to spread HIV-prevention messages and promotes condom 




Mode of Transmission/Transmission Means of Knowledge 
 
(1) How do you get infected with HIV?    
 
You get infected sex without protection, blood transfusion and by needle 
sharing.  If you do sex with HIV positive person, you should get infected with 
HIV. You can have the virus that causes AIDS in your body but not know 
about it.  Oral sexual contact is also possible to HIV infection without 
condom for commercial sex worker.  
 
(2) How is HIV transmitted?                                                          
                           
Having unprotected vaginal, oral anal sex with someone who is infected, 
blood transfusion and needle sharing transmit HIV. HIV is also transmitted 
by sucking penis with mouth by mucus, membrane (oral sex no condom 
and vagina stimulation with tongue (oral sex). HIV is transmitted from an 
infected mother to her infant in the womb, during the breast-feeding. HIV 
lives only in human body fluids. Listed below from highest concrete 
concentration, are the following body fluids  
 
•  Blood (100000 copies per ml of blood)  
•  Semen (10000 copies per ml of semen) 
•  Vaginal secretion (110,830 copies per ml) 
•  Breast milk (8100 copies per ml of breast milk) 
•  Internal body fluids (100000 copies per ml of blood) 
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The modes of transmission of HIV are similar to those of hepatitis B, in 
particular with respect to sexual, parenteral and vertical transmission. The 
risk of sexual transmission varies with particular sexual practices; such as 
commercial sex. Anal intercourse and oral sex are the riskiest. Current 
efforts to screen blood and blood products have lowered the risk of HIV 
transmission with transfusion to 1 100,000. In order for someone to become 
infected, a sufficient amount of HIV must enter his or her bloodstream. 
 
How is HIV not spread? 
 








(3) What is unsafe or high-risk behavior? 
    
High-risk behaviors are sex without condoms, sex with HIV + person, blood 
transfusion without HIV test and sharing needle and perinatal exposure. 
High-risk behavior means exchange of body fluids and penetrative sex. 
Incorrect use of condom effectively increases the transmission of most 
STDs among commercial sex workers.  This is due to many factors------but 
often it relates to a lack of perception of being ‘at risk’.  Other reasons 
for high-risk not using condoms by clients include decreased sensation, 
unacceptability to the sexual commercial partner, embarrassment 
associated with purchase or lack of knowledge or interest.  
  
HIV and other STIs can be transmitted though practicing unprotected oral 
sex. Use of condoms and dental dams are necessary to avoid high risk 
behavior among sex workers. Swallowing sperm represents the higher risk of 
HIV or other STIs transmission. 
 
(4) What are safer sex work skills?  
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Safer sex means avoiding sexual contact where semen, blood or vaginal 
secretions of CSW to client can enter the body or bloodstream of anther 
person. Condoms used properly are the most effective means of 
reducing the transmission of semen or vaginal fluids from sex worker to 
client. Always sex with protection, avoid HIV + 
person/polygamy/commercial sex and abstinence/condom use are 
called safer sex. 
 
Condoms must be used each and every time one has genital, anal, or 
oral sexual contact. Condoms must be put on as soon as an erection 
occurs and before the penis is inserted into the partner. Any contact with 
the vagina, penis mouth, or rectum before a condom is put on is 
considered unsafe. 
 
The rim of the condom should be rolled carefully to the base of the penis 
before insertion into the partner. If a condom lacks a reservoir tip, a 
half-inch of empty space should be left at the tip to catch semen.  
 
The condom should be used only once. Under no circumstances should 
condoms be reused. Condoms should be disposed of safely. 
 
The penis should be withdrawn soon after ejaculation. If loss of erection 
occurs, the condom may slip off. After sexual contact, the penis should 
be withdrawn carefully, holding the rim of the condom to protect against 
slippage and contact with semen or the partner’s genitalia or secretions. 
 
Condoms should be checked to see if they are still intact. If condoms tear 
or come off in the vagina, use of spermicidal foams or jellies may be use 
helpful among CSWs. 
 
Condoms should be stored in a cool, dry place. If condoms are kept in a 
relatively dry environment, which is not excessively hot, condom’s life 
probably exceeds 5 years. 
  
Safer sex means reducing the chance of acquiring sexually transmitted 
diseases, including AIDS. Commercial sex is usually quite different from 
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private sex. In a commercial sex transaction, sex workers prefer to spend 
a minimum amount of energy and avoid mental and physical intrusion 
from clients. 
 
STI test is necessary for safer sex among commercial sex workers. 
Confidentiality must be maintained when HIV and STDs are tested among 




Knowledge on STDs and Condom Use skills 
 
(1) What is an STD or an STI?  
 
STD and STI mean Sexual Transmitted Disease and Sexual Transmitted 
Infection. The names of these diseases are Syphilis, Chancroid, Gonorrhea, 
and Chlamydia ETC. These kinds of diseases are infected person by 
sexual contact.     
      
(2) How do you use a condom properly? 
  
Use condom always in excited time before sexual intercourse with 
partner. 
 
(3) Why early treatment of STD is important? 
 
Early treatment of STD is very important. Because, early treatment is early 
curable, reduces risk of infection, more risk of HIV/AIDS and prevents 
infertility. 
 
Session- Four  
 
Source of HIV/AIDS information, Communication and Education 
 
(1)  From what source in your brothel /out side of the brothel do you hear 
most HIV/AIDS? 
 47 
Sources of information 
 
I)       Public pamphlet 








X)      Social worker/volunteer/NGO worker 
XI) Others 
 
(2)  Special awareness about the disease;  
 
This kind of disease is fatal disease, not curable and infected others. 
 
(3) Awareness about the impact of the disease 
 
This kind of disease may infect unborn baby, confirm death, and 
life become abnormal. 
 
(4) Provide information about how to prevent the spread of the disease; 
 
Use condom/femidom, diaphragm, avoid polygamy and no sex 
with infected person. 
 
(5) Clarify misconceptions about the disease 
 
HIV infected by having sex with many persons without condom, sex with an  
AIDS patient、and using same needles/injection. 
 
HIV not infected sharing food or cups, using same public lavatories and 





Assertion and Self-Decision Skills 
 
(1) Cope effectively with high-risk situations  
 
CSWs may strongly make decision, commitment no sex without condom, 
always use condom with client, to avoid HIV + person, no bias by anyone 
and correct condom use. 
 
(2) To increase self-esteem 
 
Decision making with high self-esteem, refusing sex without condom and 
never share same needle already used HIV + person or others. 
 
(3) Self-efficacy to carry out required behavioral change 
 
Self-efficacy to carry out require behavioral change such as reduce 
client number, gain confidence and to exercise personal control over 
sexual behavior. 
 
(4) Make decision to solve problems  
 
Make decision to solve problems by increasing quality by self, skill building 
activities and identifying key behavioral. 
 
(5) Increasing social net work 
  
Increasing social net work by meeting, training seminar, groups   
discussion and build a strong peer relationship with the community of sex 
worker of community. 
 
(6) STD/HIV counseling training program   
Counseling and coaching are also effective on HIV/STDs prevention 
among brothel based commercial sex workers. 
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(7) Awareness building on HIV/AIDS  
 
Awareness building on HIV/AIDS by knowing own character or feeling 
grows self-consciousness and become self-help. 
 
(8) Building assertion skills 
 
To build assertion skills among brothel based commercial sex workers for 
becoming independent, behavioral self-management and increase 
group effectiveness by role playing image. 




                   
(1) Social skill in negotiating self-protection 
  
Brothel based commercial sex worker’s social skill may be increased by 
social interaction and training program on negotiation for self-protection 
of HIV/STD prevention.  
 
(2) Practicing skills for negotiating safer sex practices 
 
Practicing skills for negotiating safer sex practices by risk reduction skills, 
obtain the cooperation of sex workers and source of condom availability 
in the brothel. 
 
(3) Developing skills for condom use  
 
Developing skills for condom use by self-care skills, choosing client skills, 
encouraged to buy condoms and more positive attitudes among 
members in the community. 
 
(4) Increasing negotiation power in competitive market   
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Increasing negotiation power in competitive market by self-help 
negotiation, barging power、and behavior change skills in the brothel. 
 
(5) Making organization for skills development 
 
Making organization for skills development health-seeking behavior, 
organization/community based organization and makeup/sharing   
knowledge-practice gap and to diffuse in the brothel. 
 
Level of Intervention: Peer group’s level of intervention 
 
Total Session :  six sessions 
 
Name of the method: Participatory method  
 
5.3 Method of self-assertion 
 
               Silence Passiveness         Aggression Hidden Aggression 
 
                  Assertion 
 
The SAT basic attitude is in assertion. 
 
●Straight for wardness Convey your true feeling tactfully without suppressing it 
within you.  
Sincerity ・・・・Show consideration to not only the other party’s feeling but also 
own feeling. 
 ●Perseverance ・・・・A flash of inspiration for finding out how to bring about 
realistic unity without drawing back.   
 
Recording Sheet for Training of SAT Assertion and Negotiation Skill. 
 (For the Members) 
(1) Contents of self-assertion. 
 
(2) Your feeling toward the other party after the session. 
          (＋,＋,－) 
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(3) Your feeling toward yourself after the session. 
          (＋,＋,－) 
(4)In the case of ＋or－, show the contents of correction. 
   (In case of need, apply the role-changing method or the empty-chair method.) 
 
(5) Result of correction. 
(2)(＋,＋,－)  3.(＋,＋,－) 
   
SAT ASSERTION SKILL 
 
Assertion technique for accepting the other party and satisfying yourself. 
 
Tips for Assertion (T, Munakata. M, Komori) 
(1) Realize what feelings or emotions are swelling in yourself. Do not give utterance 
for the purpose of being accepted by the other party but for the purpose of believing 
yourself. Give utterance so as to satisfy you by saying, or so as to love the other 
party. 
(2) Make sure by effective reflection what feelings or thoughts the other party has. 
(3)Take interest in the other party’s demand (I want to listen to it. It’s my pleasure 
to listen to it.) And answer the other party’s feelings. 
(4)When you give utterance, use the subject “I”, thus use the ‘I’ expression. 
 (For example) I am ＿＿＿＿＿.I want to＿＿＿＿＿. I want you to＿＿＿＿＿. 
  I will be happy, if ＿＿＿＿＿.Never give utterance in ‘you’ expression, using the 
subject “YOU”.   
(5)Don’t use emotional expressions but emotionally neutral manner of saying, thus speak 
in such a way as to accept and respect the other party. 
(6)In order to deal with the other party in a respectful manner, observe him carefully, 
and adjust yourself to his linguistic and non-linguistic messages. 
  ● The pace of his speech ● His posture ● His gesture ● Adjust your facial 






Assertion Practice (1) 
 
In the case of you’re demanding assertively. 
(1) Become conscious of your feelings and knows your real demand. 
 
(2) Before speaking to the other party saying, “Is it OK to speak to you?” or “Excuse 
me”,  
Take into consideration his personality, and adopt a respectful posture. When he 
is ready to listen, say “Thank you” first. 
 
(3) For the other party to be able to execute practically what you ask him to do, 
understands the situation well, never become emotional, and suggest your specific 
request, using ‘I’ expression. Whether it is granted or not, make the request by all 
means and asks “ Is it convenient for you to handle this? ” 
 
(4). Repeating the other party’s reason of turning down your request in an emotionally 
neutral manner, and suggest once again a substitute plan by all means without 
thinking too much about whether it will be accepted or rejected. 
 
(5). Regardless of the result thank him for his time listening to you and say  “Thank 
you” to him. 
 
Assertion Practice (2)  
 
Answering the other party’s demand assertively. 
(1) Look at the other party’s face, does not ignore him, and take interest in him. 
 
(2) Be conscious of your emotion that swells up in an instant and put it aside. 
 
(3) For the purpose of accepting the other party’s demand in a realistic way, listen 
attentively to what he requests and ask him some questions if you don’t understand 
the situation. 
 
(4). Repeat the contents of the other party’s request that you understood practically. 
 
(5) If necessary, show appreciation to him for asking you for favor, or apologize 
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or express your concern to his hard work, thus conveying your sincerity, answer his 
feelings. 
 
(6). Check if you feel in your heart that it is bad to reject the demand, put the 
feeling aside, let him know your inconvenience of accepting it in an objective way 
by means of ‘I’ expression. If necessary, suggest a substitute plan. 
 
(7). If it is not possible to reach agreement practically, put aside your sense of 
guilt and say “I’m sorry I cannot be of any help to you. But please do not let this 
discourage you to ask me for help again.” 
 
Objectives of peer educator  
 
 The selected of volunteer peer educators promoted their peer 
sustainable safer sex and condom use for STDs, and social 
discrimination prevention among CSWs. 
 
 The peer educators informed other peers about sexual 
education and reduce the rapid spread of STI and HIV. 
 
 The peer educators trained discrimination prevention to raise 
awareness on STDs among sex workers through information and 
peer education in the community. 
 
 The peer educators trained self-decision, negotiation and 
communication skills and to diffuse peer education among CSWs 
in area of HIV/STIs prevention 
 
 Training of peer educators increased adoption of sustainable 
safer sex behavior and provide means for behavior change 
among sex workers. 
 
 SAT social skill training increased the assertion skills, self-decision 





The population studied was 50 individuals among 1000 members from 
one of three brothels for this study at Tangail in Bangladesh. There are two 
kinds of target population in this study. The commercial brothel-based sex 
workers were 25(age mean 25.6) selected by self-interest for this study at 
Tangail. The volunteer peer educators were 25(age mean 30.8) selected 
from commercial brothel-based sex workers through negotiation by our 
research team. 
 
6. Assessment method 
 
6.1 Assessment period 
 
The assessment method of study was pre, post and 1-m-followup by 
self-administrative questionnaire survey between July and August, 2005 in 
Bangladesh.  
 
CSWs are trained up as peer educators, and given condoms and IEC 
materials by researcher with the collaboration of NGOs. The team 
monitored all research works, activity records kept for each peer 
educator and effectiveness is assessed in first intervention. I applied 
quantitative and qualitative approaches for data collection from field.  
 
6.2 Assessment scales 
 
The study approached 8 dilemma situations for data collection with 
assertion training on confidence of condom use Self-Efficacy and 
Schwarzer’s general perceived Self-Efficacy. The 8 dilemma situations are 
as given below:  
 
Dilemma episode-SQ1: I asked a client to use condom before sexual intercourse but 
the client refuse it. How much do you have confidence on condom use?   
     
Dilemma episode-SQ2: Some clients offered me more money for sexual intercourse 
without condom. How much do you have confidence on condom use?   
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Dilemma episode-SQ3: A police did sexual intercourse with me free and without condom.  
How much do you have confidence on condom use?   
 
  Dilemma episode-SQ4: local terrorist raped me without money and without condom 
and showed me modern weapon. How much do you have confidence on condom use?   
 
Dilemma episode-SQ5: They are always so rude. They drunk and say horrible things. 
They would like do sex as soon as possible and did not think about condom use for safer sex at 
all. How much do you have confidence on condom use?   
 
Dilemma episode-SQ6: Brothel owners encourage their girls to offer unsafe sex on the 
grounds that they might otherwise lose trade. How much do you have confidence on condom 
use?  
  
Dilemma episode-SQ7: Sometimes when there are only a few clients we have to 
accept clients who don’t use condoms or who want oral and anal sex. We have to do this to earn 
some money. How much do you have confidence on condom use?   
 
Dilemma episode-SQ8: Some clients would come in a group to this brothel for the 
whole night.  They would sit and talk and joke together and have sex with me without condoms. 
I could not negotiate with them, because my negotiation power is poorer. How much do you have 
confidence on condom use?   
 
Dilemma situation of sexual activity of CSW and client for 
assertion training. 
 
A: A brothel based commercial sex worker, B: A client 
 
Dilemma episode-SQ1: I asked a client to use condom before sexual intercourse but 
the client refuse it. How much do you have confidence on condom use?   
 
A: I ask a client to use condom before sexual intercourse but the client deny it. 
B: It is ok. May I speak to you?  
A: Yes!  
B: thank you! May I ask a question? 
A: yes! yes!  
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B: all clients are same mentality? 
A: no! no! all are not same, some clients are very kind! But……… 
B: huu! A: Some clients offered me more money for sex without condom. 
A: I ask all clients to use condom.  
B: It is risk free for you to use condom with client before 
intercourse. 
B: all is not same. Some clients are very kind! B some clients 
offered you more money for sexual intercourse without condom. 
B: It is difficult for you to use condom with all clients. 
I request you please use condom all the time before sex. 
A: some clients complained against me to manager that I insisted to use condom. 
B: Well, I understood your problem. Sometimes it is very hard 
for you to use condom before sex with clients. 
A: Yes! Yes! Some clients are very strict and aggressive. They determined! 
B: You have risk for STDs and also you have several clients. 
Sex without condom you may infect any time! 
It is more difficult for you and me if you become infected! 
A: Please pray for me, I would not like to become sick! I will use condom before sexual 
intercourse. 
B: I am impressed with your talk about condom use before sexual 
intercourse. 
Thank you for taking your time! 
A: You are welcome.  
 
Dilemma situation: sexual activity of CSW and client for assertion 
training. 
 
 A: A brothel based commercial sex worker, B: A client   
Dilemma episode-SQ2: Some clients offered me more money for sexual intercourse    
without condom. How much do you have confidence on condom use?   
 
 A: I ask a client to use condom before sexual intercourse but the client offered me   
   more money without condom. 
B: It is ok. May I speak to you?  
A: Yes! B thank you! May I ask a question? 
A: yes! yes! B: all clients are same mentality? 
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A: no! No! all are not same, some clients are very kind! But…………..B: huu!  
A: some clients offered me more money for sex without condom. 
A: I ask all clients to use condom.  
B: It is risk free for you to use condom with client before 
intercourse. 
B: all are not same. Some clients are very kind! Some clients 
offered you more money for sexual intercourse without condom. 
It is difficult for you to use condom with all clients. I request 
you please use condom all the time before sex. 
A: some clients complained against me to manager that I insisted to use condom. 
B: Well, I understood your problem. Sometimes it is very hard 
for you to use condom before sex with clients. 
A: Yes! Yes! Some clients are very strict and aggressive. They determined! 
B: You have risk for STDs and also you have several clients. 
Sex without condom you may infect any time! 
It is more difficult for you and me if you become infected! 
A: Please pray for me, I would not like to become sick! I will use condom before sexual 
intercourse. 
B: I am impressed with your talk about condom use before sexual 
intercourse. 
Thank you for taking your time! 
A: You are welcome. 
 
Dilemma situation: sexual activity of CSW and client for assertion training. 
       A: A brothel based commercial sex worker, B: A client  
         
  Dilemma situation-SQ3: I am bondage sex worker in this brothel, I have nothing to say, 
and this decision (condom use), comes out from clients. 
B: How long are you here? How old are you? 
A: 1year. I am 22 years old. May I talk to you?  
B: Yes! A thank you! May I ask you a question? 
B: yes!  A: Do you use condom before sexual intercourse? 
B: no!  A: no… Do you do know that it is necessary for your safety to use condom before sexual 
intercourse. 
B: I don’t like to know on condom use. Here are greater 
opportunities to enjoy sex?  
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A: Of course, you have greater opportunity for sexual intercourse. 
B: We came in a group here for the whole night enjoy. We don’t 
like to use condom before sexual intercourse. 
A: Please wait! It is very risky for you without condom sexual intercourse with me. 
B: we came here for enjoy our life. Why, we use condom before 
sex. Also we have paid to manager in a group. He did not ask 
about condom use. 
A: Please! Try to understand. I am debt bondage sex worker. If you get infected from me or If 
clients infect me, can’t continue my job. What will be happened? I requested you it is important for 
also you and me to use condom before sexual intercourse. I requested you again please use 
condom all the time before sex with CSW for your safety. 
B: Oh, we understand whole situation. Ok, from now we will always 
use condom before sexual intercourse for STD prevention. 
A: Thank you! If you always use condom before sex you will be risk free. 
 Some clients are very strict and they don’t have knowledge on condom use. Also they do not 
like to use condom before sexual intercourse. 
B: Yes, You have risk for STDs and also you have many clients, 
because you are debt bondage girl. Sex without condom you may 
infect any time! It is very difficult for you and me if you 
become infected! 
A: Please pray for me, I would not like to become sick! I will also always use condom before 
sexual intercourse with client. 
 I will be happy, if you use condom before sexual intercourse.  
B: Ok from now, I have confidence on condom use. 
A: Thank you! 
B:  Welcome.  
 
6.3 Assessment scales of HIV/AIDS prevention among commercial sex 
workers 
 
(A) General Attributes (Current marital status and age)(2 items) 
 
(B) Commercial Sexual Activities and Condom Use Self-efficacy by 
Dilemma Situation episodes (8 items) and General-efficacy (10 items) 
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C) Knowledge Information, & Education for HIV/AIDS Prevention (12 items) 
(HIV/AIDS/STD and Transmission Route) 
 
D) Social Discrimination Prevention(3 items) 
(Confidence against Social Discrimination Prevention) 
 
E) Sexual Behavior (4 items) 
(Sexual practices by CSW and Peer educator with condom/no condom)  
 
Initially, a group of 5 peer educators were selected, trained how HIV/AIDS 
spread, how to prevent it from spreading and send to the field for direct 
association with the sex worker community. Female sex workers become 
peer educators. The number of peer educators will be increased to 
month by month. The sex workers themselves act as peer educators 
among the follow sex workers.  
 
Even male clients involved but not the targeted group ---- they educated 
about the importance of condom use during educational sessions. The 
peer educators informally tried to verify the extent of condom use by 
different methods. CSWs inquired about the total number of clients, the 
number of clients who refuse to use condoms, and the number of clients 
















Reliability Analysis – Scale (Alpha) 
 
Assessment levels    Scales     Reliability Coefficients Alpha value   No. of items 
 
Pre             Condom Use Self-efficacy         . 720                   8 items  
 
Post            Condom Use Self-efficacy          . 765                  8 items  
 




Pre            G. Self-efficacy                    . 859                   10 items 
 
Post            G. Self-efficacy                   .706                    10 items   
 
1 m follow-up   G. Self-efficacy                  . 706                    10 items  
 
Pre              HIV Knowledge                 . 726                    12 items   
 
Pre             Social discrimination             .711                      3 items 
 
Pre             Sexual behavior                 .710                      4 items 
 
N of Cases= 50 
 
6.4 Research period 
 
The research period of this study conducted in Bangladesh, 2005, July- 
August. The data collected from field directly in three stages-----pre, post 
and 1-m-followup of Kandapara, at Tangail district in Bangladesh with the 






6.5 Themes of intervention 
 
Themes of 1st intervention 
 
 Knowledge, Information, Communication and Education for the 
prevention of HIV/AIDS spread and social discrimination                          
                                                                      
 Self-Decision and Assertion skill Training 
 
 Negotiation Skills Training                                                                       
 
Themes of 2nd intervention 
  
                                                                      
 Self-Decision and Assertion skill Training 
 















































 Trainee= CSW (Peer Educator)
































5 times (2 hours) 2 times(2 hours)
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( one group is 5 members )× 5 Group
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7.Results of study (2) 
 


























Figure-3.1 Attribute comparison 
 
 
The same 36% of them divorced between commercial sex workers and 
peer educators and unmarried rate of commercial sex workers were 
higher than Peer educators. 16% of commercial sex workers were higher 
than peer educators and 16% of widowed commercial sex workers and 
12% of peer educators. These categories of marital status are not 







7.2 The confidence on condom use before sexual intercourse among 




























Figure-3.2 condom use confidence 
 
The confidence scores on condom use have significantly increased 
between both groups. The confidence scores on condom use of first peer 
educators have increased from pre 1.5 score, post 1.6 score and 
1-m-folloup 1.7 score only but brothel-based CSWs from pre level 1.3 
score, post 1.5 and 1-m-followup level 1.6 score increased (figure-3.2, 











7.3 The confidence on condom use in various dilemma episodes among 
CSWs and first Peer educators 
 




























2=very confidence, 1=less confidence and 0=no confidence, Total scores=16, Total items=8 
Figure-3.3 Confidence score comparison 
 
The confidence scores on condom use have increased among CSWs 
from pre level (11.6 score) to post level (13.8 score) to 1-m- followup level 
(14.8 score) significantly in various dilemma situations (8 items). 
 
The confidence scores on condom use have increased among first peer 
educators from pre level (14.2 score) to post level (14.9 score) to 
follow-up level (15.0 score) significantly in various dilemma situations 


































0=not at all true, 1=hardly true, 2=moderately true, 3=exactly true 
Total scores=30, Total items=10 
 
Figure-3.4 General Self-efficacy comparison 
 
General self-efficacy scores have increased significantly among 
brothel-based commercial sex workers and first peer educators in pre 
(16.8/25.0 score), post (20.8/25.3 score), and 1-m-followup levels 








7.5 Sexual behavior comparison with condom use practiced between 
CSWs and first Peer educators 
 
 



























4=always, 3=often, 2=sometimes, 1=rarely, 0=never, Total scores=4, Total item=1 
 
Figure-3.5 Sexual behavior comparison 
 
The scores of vaginal intercourse with condom use have increased 
among first peer educators in pre (1.9 score), post (2.8 score) and 
1-m-followup level (3.5 score) but not significantly increased among 
brothel-based commercial sex workers in pre (1.1 score), post (1.5 score) 































Wilcoxon signed rank test  *p<.05  **p<.01





4=always, 3=often, 2=sometimes, 1=rarely, 0=never, Total scores=4, Total item=1 
 
Figure-3.6 Sexual risk behavior comparison 
 
The scores of anal intercourse with condom use have increased 
significantly among peer educators in pre (1.2 score), post (1.4 score) 
and 1-m-followup level (1.9 score) but the condom use confidence 
scores have not significantly increased among brothel-based 
commercial sex workers in pre (1.1 score), post (1.3 score) and 







7.7 Number of clients entertained daily by first Peer educators and CSWs  
 






















Wilcoxon signed rank test  †:  p<0.1 *: p<.05
 
 
Figure-3.7 Number of clients entertained daily 
 
Numbers of clients have entertained daily by brothel-based commercial 
sex workers and first peer educators. Numbers of clients entertained daily 
have decreased slowly among brothel-based commercial sex workers 











8. Discussion and further studies 
These findings indicated that CSWs and peer educators have being 
labeled their post behaviors as high risk and made a commitment to 
reduce high-risk sexual activities by peer education program. CSWs have 
actually acted on solution directed on reducing these high risk behaviors 
and have been helping to build their commitment to safer sex practices. 
Peer educators have been trained to deliver AIDS risk-reduction 
messages to their peers and acquaintances in the brothel. 
 
Peer educators influenced their peers to improve the self-care ability to 
prevent the transmission of HIV by an important role modeling among 
CSWs.  
 
The intervention features of role model episodes were developed from 
the real-life experiences of brothel community members. These stories 
episodes are personal accounts from individuals in the target peer 
educators about how and why they took steps to practice HIV-reduction 
behaviors within their social networks in the brothel community. 
 
Social-level approaches include diffusion theory (idea or practice passed 
from person to person), leadership models (natural leaders within a group 
can be encouraged to exhibit or communicate the innovation to those 
people they influence), community mobilization (how a culture’s 
institutions, experiences, and characteristics can be changed by social 
movements initiated by members of that culture), and social network 
theory (focus on relationships and interactions between two or more 
people or on the linkages between people in a given group).  
 
SAT Social Skill Training Program built image-scripts related to negotiation 
skill for behavior change for HIV prevention among brothel-based CSWs 
and peer educators. Peer educators were encouraged by role modeling 
to improve assertion and self-decision making skills among CSWs. 
 
Intervention from inside seems to be more helpful to decrease risky sexual 
practices in a brothel community. Because, Peer educators might built 
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group norms for HIV/AIDS prevention among commercial sex workers in 
the brothel. “The intervention was effective in improving sexual anatomy 
knowledge at both 3-and 9- months follow-up” (Bonita et al, ２００2) 
 
“Diffusion of Innovation model” may help by initialed adopting social 
group norms through peer educators in faster diffusion among unique 
CSWs to change behavior for HIV prevention in the brothel community’s 
networks day by day in this study.  
 
First, peer educators taught the sex workers negotiation skills, distributed 
IEC materials and promoted condom use. Sex workers and their peer 
educators helped to select potential peer educators, who then received 
two weeks of training on knowledge of HIV/AIDS/STDs, well-known latex 
condoms and communication skills.  
 
9. Limitations of intervention of study (2) 
 
9.1 Brothel areas are red light areas in Bangladesh. No researcher can 
enter a brothel area and it is very difficult for female researcher 
something to do with them without support of locality. The data were 
collected from self-reports, which may have resulted in errors through 
social desirability bias. The risky sexual behavior, which can help validate 
self-reported behavioral data. A common of evaluations of behavioral 
interventions is that self reported data are subject to reporting bias (Dilys 
et al., 2006). 
 
9.2 it is very difficult to organize street based sex workers for follow-up 
studies. It is because they do not have right place for survive at all. For this 
reason, I could not follow street based sex workers in this intervention 
study (2). 
 
9.3 Intervention programs in brothels to date have found that brothel 
owners and managers set the tone for the establishment and play a 
gatekeeper role. They may make it more or less difficult for interventionists 





Study (3) 7-months-followup Study for HIV/AIDS Prevention 
among Brothel-Based Commercial Sex Workers at Tangail in 
Bangladesh   
 
1. Purpose of the study (3)  
(1) The purpose of this study is to compare between 7-months-followup 
survey with the results of assessment levels pre, post, 
and1-month-followup of study (2). 
 
(2) The purpose of this study is firstly to sustain necessary HIV/AIDS 
knowledge and information and secondly to diffuse peer education, 
negotiation communication and social skill indirectly among 
non-targeted CSWs in particular brothel. 
 
2. Background of the study (3) 
 
7-months-followup study was conducted among the same-targeted 
population of brothel based commercial female sex workers at Tangail. 
 
The commercial sex workers of study (2) have become new peer 
educators for new commercial sex workers in this study (3) by behavioral 
change in the particular brothel at Tangail. The data of new peer 
educators have collected 7-months before in pre-level of study (2) and 
the data of commercial sex workers of study (3) have collected 7-months 
later in pre-level with same questionnaire at Kandapara in Tangail, 
Bangladesh. 
 
3. The study hypotheses 
There is very little information accessible for sex workers in Bangladesh. 
The awareness on HIV/AIDS in Bangladesh may be still among one of the 
lowest countries in the world. The awareness messages on HIV/AIDS focus 
on death, however the focus should be on the preventive side of this 
disease. Through effective campaign materials, sex workers can really 
understand the issue and realize with right that “Prevention is better than 
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cure.” 
Many social factors increase sex workers’ vulnerability to HIV. Sex trade 
also frequently happens. Sex workers are often victims of stigma and 
discrimination, exploitation and violence, and have limited access to 
hospital facilities, including lack of vaccination in hospitals. Nurse’s 
dealings with HIV positive patients are unsatisfactory. Nurses and other 
staff believe that if they touch HIV positive patients, they will be infected. 
Commercial sex workers have more lack of HIV risk indicators. 
 
The study hypotheses are as given bellow: 
 
(1) HIV/AIDS knowledge, awareness information, peer education, 
communication and social skills may be positively changed among 
peer educators and CSWs by follow-up assessment level in Tangail 
brothel. 
 
(2) HIV/AIDS knowledge, safer sex behavior practices, social 
discrimination prevention, self-decision-making capability and 
negotiation skills may be diffused indirectly among non-target 
members of the brothel community.    
 
4. Research method 
 
Data analysis 
All data analyses took the design into account (fixed effect were used for 
regression) standard errors were adjusted for sampling units for the SPSS 
version 11.5 for all analyses. We summed the point for each question (0 
completely incorrect, no response and don’t know and correct for 1). 
Proportion and medians were compare usingχ2 Willcoxon signed rank 








4.1 Intervention difference between pre, post, 1-month-followup and 
7-months-followup levels 
 
The commercial sex workers of study (2) were interventional by 
researchers to become new peer educator but old peer educators were 
non-interventional group in study (3).  
 
4.2 Study instruments 
 
a. Commercial Sexual Activities and Condom Use Self-efficacy by 
Dilemma Situation Episodes1-8 (2 items and 8 items) 
 
b. Ralf Schwarzer’s General Self-Efficacy (Scale 10 items) 
 
c. Knowledge, Information and Education for HIV/AIDS Prevention  
(HIV/AIDS/STD and Transmission Route)(Scale 12 items) 
 
d. Social Discrimination Prevention 
(Confidence against Social Discrimination Prevention) (3 items) 
 
f. Sexual Behavior with condom 
(Sexual practices by CSWs and Peer Educators with Condom/no 
Condom) (4 items)      
 
4.3 Research period  
 
The research period of this study was conducted on March 2006 in 
Bangladesh. The data collected from field directly by the research team 









Reliability Analysis – Scale (Alpha) 
 
Assessment levels   Scales    Reliability Coefficients Alpha value   No. of items        
 
 
7ms follow-up   Condom Use confidence       .777            8 items 
 
7 ms follow-up   General Self-efficacy           .715           10 items 
 
7 ms follow-up   HIV Knowledge                .752           12 items 
 
7 ms follow-up  Social discrimination            .741            3 items 
 
7 ms follow-up Sexual behavior with condom use      .725            4 items 
 
N of Cases= 50 
4.4. Subjects 
 
The study-targeted groups were as follows:  
 
(1) First Peer Educator  (n=25) (assessment instrument 7-months-followup) 
 
(2) First CSWs (n=25)(assessment instrument 7-months-followup) (second 
Peer Educators) 
 














































































































Assessment Scale of HIV/AIDS Prevention among Commercial Sex 
Workers 
 
(a) Commercial Sexual Activities and Condom Use Self-efficacy by 
Dilemma Situation Episodes 1-8 
  
Items are as given bellow 
Dilemma episode-SQ1: I asked a client to use condom before sexual 
intercourse but the client refuse it.  
     
Dilemma episode-SQ2: Some clients offered me more money for sexual 
intercourse without condom.  
 
  Dilemma episode-SQ3: A police did sexual intercourse with me free and 
without condom. 
   
  Dilemma episode-SQ4: local terrorist raped me without money and 
without condom and showed me modern weapon.  
 
Dilemma episode-SQ5: They are always so rude. They drunk and say 
horrible things. They would like do sex as soon as possible and did not 
think about condom use for safer sex at all.  
 
Dilemma episode-SQ6: Brothel owners encourage their girls to offer 
unsafe sex on the grounds that they might otherwise lose trade.  
 
Dilemma episode-SQ7: Sometimes when there are only a few clients we 
have to accept clients who don’t use condoms or who want oral and 
anal sex. We have to do this to earn some money.  
 
Dilemma episode-SQ8: Some clients would come in a group to this 
brothel for the whole night.  They would sit and talk and joke together 
and have sex with me without condoms. I could not negotiate with them, 






It comprises the following scales on confidence about condom use 
between sex worker and client in various dilemma situations 
 Very confidence=2, less confidence=1, no confidence=0  
            Total score=16, total episode=8 
 
(b) Ralf Schwarzer’s General Self-Efficacy (Scale 10 items) 
 
General Perceived Self-Efficacy Scale it assesses commercial sex workers 
sense of competence in negotiates with clients. It was measured with 




0=not at all true, 1=hardly true, 2=moderately true, 3=exactly true 
Total scores=30, total items=10 
 
(c) Knowledge, Information and Education for HIV/AIDS Prevention  
(HIV/AIDS/STD and Transmission Route)(Scale 10 items) 
 
Items 




I think so=1, correct=1, incorrect=0, I don’t think so=0, I don’t know=0, and 
no response=0 
 
(D) Sexual Behavior with condom 




4=always, 3=often, 2=sometimes, 1=rarely, 0=never, Total scores=4, Total item=1 
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5. Results of study (3) 
The results of this study may improve by changing behavior for safer sex 
practices among commercial sex workers and peer educators.  
 
 5.1 The confidence scores on condom use before sexual intercourse 
among peer educators and CSWs 
 























Very confidence=2, less confidence=1 and no confidence=0, Total scores=2 
Figure-4.1 Condom use confidence 
 
The confidence scores on condom use have not significantly increased 
between both groups. The confidence scores of peer educators have 
increased from pre 1.5 score, post 1.6 score, 1-m-folloup 1.7 and 
7-ms-followup 1.9 score only but brothel-based CSWs from pre level 1.3 
score, post 1.5,1-m-followup level 1.6 score and 7-ms-followup level score 








5.2 Dilemma episodes in various situations among CSWs and Peer 
Educators 
 






















Wilcoxon signed rank test ***: p<0.01









 Very confidence=2, less confidence=1 and no confidence=0, Total scores=16 
Figure-4.2 Confidence scores comparison in dilemma situations 
 
The confidence scores on condom use have increased among peer 
educators from pre level (14.2 score) to post level (14.9 score) to 
I-m-followup level (15.0 score) significantly in various dilemma episodes 1 
to 8 situations but not has significantly increased from 1-m-followup to 
7-m-followup in this (figure-4.2, study (3), Q3, page-134). 
 
The confidence scores on condom use have increased significantly 
among commercial sex workers from pre level (11.6 score) to post level 
(13.8 score) to 1-m-followup level (14.8 score) and from 1-m-followup to 




5.3 General Self-Efficacy among Peer Educators and CSWs 
 
 




























0=not at all true, 1=hardly true, 2=moderately true, 3=exactly true 
Total scores=30, Total items=10 
 
Figure-4.3 General Self-Efficacy 
 
General self-efficacy scores have increased significantly between 
brothel-based commercial sex workers and peer educators in pre 
(16.8/25.0 score), post (20.8/25.2 score), 1-m-followup levels (22.1/26.2 









5.4 HIV/AIDS knowledge level among CSWs and Peer educators in pre 
and 7- ms-followup levels 
 
 























I think so=1, correct=1, incorrect=0, I don’t think so=0, I don’t know=0, and 
no response=0, Total scores=12, Total items=12 
 
Figure-4.4 HIV/AIDS knowledge comparison 
 
HIV/AIDS knowledge level among CSWs and peer educators has 
significantly increased between both groups after 7 months intervention 









5.5 The confidence scores against social discrimination prevention 
among CSWs and Peer educators 
 
 


















Wilcoxon signed rank test ***: p<0.01
***
***
 Very confidence=2, less confidence=1 and no confidence=0, Total scores=16   
 
Figure-4.5 Confidence against social discrimination prevention 
 
The confidence scores against social discrimination prevention among 
CSWs and peer educators have significantly increased between both 











5.6 Sexual behavior comparison with condom use practiced between 
Peer educators and CSWs.  






















Wilcoxon signed rank test ***p<0.01
Friedman test=***p<0.01, n.s: not significant
Confidence
score
4=always, 3=often, 2=sometimes, 1=rarely, 0=never, Total scores=4, Total item=1 
 
Figure-4.6 Sexual behavior comparison with condom use 
 
The scores of oral intercourse with condom use have increased 
significantly among peer educators in pre, post, 1-m-followup and 7-m- 
followup levels but not significantly increased among CSWs in (figure-4.6, 











5.7 Dilemma episodes: 1-8 in various situations 
The confidence on condom use comparison between second Peer 
educators and CSWs at random in pre-level assessment 
 
  
 Very confidence=2, less confidence, no confidence=0   
Total scores=16, Total items=8 
 
Figure-4.7 Confidence scores comparison 1-8 in various situations 
 
 
The confidence scores on condom use are significantly higher level 
between second peer educators as compared to CSWs at random in 



















5.8 General Self-efficacy comparison between second peer educators 
and CSWs at random in pre-level 
 














   ***
 
0=not at all true, 1=hardly true, 2=moderately true, 3=exactly true 
Total scores=30, Total items=10 
 
Figure-4.8 General Self-efficacy comparison 
 
 
General Self-efficacy scores are significantly higher level among CSWs at 
random as compared to second peer educators in pre-assessment in this 












Mann-Whitney U test ***p<0.01 
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5.9 HIV/AIDS Knowledge scores comparison between second peer 
educators and CSWs at random in pre-level 
 
 
1=correct, 0=incorrect, 0=don’t know, 0=no response 
Total scores=12, Total items=12 
 
Figure-4.9 HIV/AIDS Knowledge scores comparison 
 
 
HIV/AIDS Knowledge scores are same level among second peer 
educators as compared to CSWs at random in pre-assessment but not 





























5.10 The confidence level against social discrimination prevention 
comparison between second peer educators and CSWs at random in pre 
level  
 













Very confidence=2, less confidence, no confidence=0, Total scores=6, 
  Total items=3 
 
Figure-4.10 Confidence level against social discrimination prevention 
 
The confidence level scores against social discrimination prevention are 
significantly higher level between second peer educators as compared 














5.11 Number of Clients entertained daily by CSWs and Peer educators 
 
 


























Figure-4.11 Number of Clients entertained daily 
 
Numbers of clients have entertained daily decreased significantly and 
slowly by CSWs and peer educators after intervention from pre to 
1-m-followup but not slowdown significantly from 1-m-followup to 














6. Discussion and further studies 
The results have shown that after 7-months intervention, peer educator 
training was very effective among brothel-based commercial sex workers 
in negotiating safer sex behavior with their clients in brothel. 
 
Well-designed peer educator programs focus on not only education, but 
also for improving CSWs’ alternative skills and the feeling of self-worth and 
self-confidence for HIV prevention. 
  
HIV/AIDS knowledge, self-efficacy, social discrimination prevention and 
safer sex behavior practices among commercial sex workers may be 
improved by better interventions such as peer education and SAT social 
skills training programs. 
 
The gap between HIV/AIDS knowledge and risky behavior of HIV/AIDS 
prevention barriers may makeup and diffuse by follow-up better 
interventions among CSWs in Bangladesh.  
 
The findings of this study suggest that efforts to create a support network 
for peer educators and provide training to equip them for new roles will 
be a worthwhile investment in sustainable HIV/AIDS prevention. Even 
though peer educators are volunteers, most of them consider it a 
long-term, if not a lifelong, commitment. 
 
SAT Social Skill Training Program is first time as an interventional approach 
in Bangladesh. Researcher and CSWs developed a close relationship 
though the Social Skill Training Program intervention in Tangail brothel. This 
kind of intervention built skill relationship between peer educator and 
CSWs for HIV/AIDS crisis coping, particularly with brothel sex workers.  
 
In order to change behavior for safer sex of CSWs, at first label the 
behavior as risky, and made a commitment to reduce the behavior, and 
desired change through social norms. CSWs at random as 
non-intervention target at change behavior for the future group of CSWs 
in particular brothel. 
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The low rate of condom use by CSWs’ pimps/clients needs to be 
recognized as a risk factor for HIV/STDs among CSWs (Islam et al., 2000). 
An important finding of the study was the frequent non-use of condom by 
CSWs. While there were a number of explanations, the most important by 
far was that it was “prohibited by employers” (53.7%) (Kimoto, 1999). 
 
In our study, the intervention was effective by providing information to 
overcome barriers to safer sex, discussing issues around condom use, and 
practicing condom-negotiating skills among CSWs. 
 
Peer educators within a peer group can be encouraged to exhibit or 
communicate with CSWs, to influence their ideas or practices passed 
from CSW to CSW by social norms initiated by members of that brothel 
community. For this reason, HIV/AIDS knowledge is the same level 
between second peer educators as compared to CSWs at random in 
Tangail brothel. 
 
“Diffusion of innovation” concepts that are most relevant to HIV/AIDS 
prevention through communication channels transmit a risk reduction 
message from peer educator to general sex worker in Tangail brothel. 
 
The method helped to raise consciousness and encouraged the CSWs to 
make HIV prevention behavior changes between both groups in this 
study. 
 
The teaching session targeted on enhancing safer sex self-efficacy, 
through role-playing and peer norms through a variety of exercises. 
Followup after 7 months, findings showed less sexual risk-taking and higher 
maintenance of safer sex intentions since the intervention. If the 
improvement continued this ways, all commercial brothel sex workers 
become peer educators in near future for HIV prevention in particular. 
 
An increase in condom use has been seen as a positive sign of the 
impact of HIV/AIDS peer education among CSWs in this brothel. 
Consistent usage of condoms in all sex encounters went up from less than 
5% in Madras to 51%, while in Mahabalipuram it up from 7% to 68%. The 
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socio economic and environmental factors that bring about sustained 
behavior change for AIDS prevention among sex workers (Kumar and 
Pradeep, 1996). 
 
Peer educators are more effective in reaching goal among CSWs as 
compared with researcher. Updating Knowledge and skills in peer group 
facilitation continuously increase a peer educator’s value for the new 
group. Adolescent sex workers are highly vulnerable, and they are 
sometimes unable to negotiate with clients for safer sex. 
 
Negotiation skills particularly for adolescent sex workers are more 
important about condom use. Peer group education is also necessary in 
this regard. HIV knowledge scores have diffused by peer educators to sex 
workers and sex workers to sex workers in the brothel community, 
however; diffusion is successful among CSWs. So, social skills level also 
improved among CSWs by diffusion process. Social skills training program 
needs to be achieved by CSWs for HIV/AIDS prevention and care. 
 
Condom use self-efficacy, general self-efficacy and self-confidence level 
against social discrimination prevention have significantly increased 
between second peer educator and CSWs at random, but HIV 
knowledge scores have not significantly improvedd in the pre level in 
study (3).   
 
HIV+ cases of social boycott are rampant in Bangladesh (WHO, 2004). This 
social discrimination makes it problematic to seek out real information. 
 
Peer education may help in HIV/AIDS prevention and care by 
encouraging compassion and non-discriminatory attitudes, knowledge 
and practices towards CSWs with HIV/AIDS and their families, society, 
community including how to provide basic care for persons living with 
HIV/AIDS. 
 
There are some evidences that educational interventions for prostitutes 
can be effective, not least perhaps because they are relatively 
accessible and have a group identity (WHO/GPA/SBP, 1990). 
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Problems occurred when researcher and peer educators use 
educational materials for safer sex as a substitute rather than a 
supplement to interactive education information. However, educational 
materials can be an important component of AIDS prevention program. 
The treatment seeking behavior of the sex workers needs to be 
encouraged by advocating and imparting focused information on STI 
and HIV/AIDS. There is a need for promoting and sharing of information 
on understanding the relation between STI and HIV infection. Greater 
emphasis must be on the use of condoms to prevent transmission of 
disease and HIV (Desai & Sen, 2000). 
 
Final follow-up assessment level was conducted within 7 months, which 
was short period of time, however, in the future; perhaps an even longer 
period of assessment could be conducted to evaluate the longer-term 
impact of the intervention. 
 
Educational materials cannot directly affect each targeted member’s 
particular life skill situation during the presentation of information, as all 
brothel members were not literate. Literate peer educators are now 
teaching literacy to 60 other sex workers. These who can now read and 
write are clearly proud of their accomplishments, and have began to 
apply these skills to project activities (Jenkins, 1999). 
 
Four sex workers would like to avoid this intervention program. They 
thought that it will be taken long time interview among them as 7- months 
before, such as pre, post and 1-month-followup. But, we find out them 
with the help of other sex workers and peer educators very soon. These 
kinds of sex workers are always afraid of papers/documents and 
questionnaires due to less educational qualifications.   
 
7. Limitations of the study (3) 
 
(1) The sample size of this study does not represent the total population 
of the brothel, thus there is a lack of proof validity.   
 
(2) In order to curb the intervention, confirms the effectiveness of similar 
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HIV prevention interventions for the target clients of CSWs in the 
brothel. 
 
(3) Through this 7-months-followup intervention, the targeted population 
may receive some educational materials HIV prevention from NGOs. 
It was unable to differentiate during intervention about effectiveness 
among them. 
 
(4) There is a time scale in intervention of study (3). More time is required 































(1) There are many unmarried sex workers involved in commercial sex 
work. These unmarried sex workers are most vulnerable towards STDs 
and HIV infection due to unsafe sexual practices. 
 
(2) Our survey results indicated that many sex workers had 
misconceptions about knowledge of infection and lack of knowledge 
on safer sex behavior. 
 
(3) The condom use rate is very low among commercial sex workers, 
particularly street based sex workers in the competitive market due to 
lack of negotiation power. Condoms are an HIV/AIDS prevention 
strategy targeting sex workers, which led to small, but significant, 
increase in consistent condom use with clients.   
 
(4) Street based sex workers are the most helpless and disorganized due 
to social vulnerability. The income level of street based sex workers is 
lower than brothel based sex workers. 
 
(5) Adolescent commercial street based sex workers are more risk of 
infection with STDs/HIV/AIDS in Bangladesh. 
 
(6) Some peer educators can also select follow peer sex workers in the 
community’s interventions to build strong ties with them in addition to 
educating the community on HIV/AIDS prevention. Peer educators 
also promote skills like abstinence, and faithfulness in this connection. 
 
(7) Peer education programs and social skill training program targeted at 
sex workers may be used as a bridge in the spread of positive attitudes 
regarding condom use assertion and behavior change for HIV 
prevention in any brothel. These kinds of interventions directly effected  




(8) By peer educational approaches, can achieve understanding how 
networks can provide important information about risky interactions 
within and among groups, and how these interactions affect the 
spread of HIV across populations. The awareness of such dynamics 
can help to lead to the creation of more effective HIV/AIDS 
prevention strategies. 
 
2. Limitations of the studies 
 
(1) Several limitations of these studies are evident. The results are not 
generalized to other sex workers, because we have no assurance 
that our purposive sample size was an accurate representation of 
the total population of sex workers in this brothel. 
 
(2)  Assessment levels of these studies were pre, post, 
1-month-followup and 7-months-followup, because of time limited. 
 
(3) There are many sex workers who could not read and write in this 
targeted population. These kinds of respondents who respond 
after listening by researchers and peer educators not by 
themselves about questionnaires. 
 
(4) Another limitation is that we could not reach to street based sex 
workers for the follow-up study. 
 
(5) It was difficult to determine positive HIV status of sex workers during 
the surreys. Many sex workers also appeared to suffer from 
psychological problems. I did not consider in this regard.  
 
(6) When I plan to conduct 3 big works, I have experience in study (1), 
four years ago. If restart from study (1), I can better deal with long 
process of my learning. These studies increased my capability and 





3. Further studies 
The intervention is aimed to analyze the behavioral change of those 
unsafe practices of commercial sex workers and their clients. Increasing 
in knowledge about HIV/AIDS/STDs by learning, informal seminar, 
publicity, rituals, cultural activities and training of commercial sex workers 
by peer educators. Creating an enabling environment for practicing the 
safer sex behaviors, social norms, values and increasing self-esteem of 
commercial sex workers and peer pressure for further followup studies 
within and outside of the brothel. 
 
Only very limited number of NGOs have developed intervention 
programs for the street based sex workers. The interventions also aimed at 
changing HIV-related risk-taking practices associated with sex workers 
and must urgently be promoted among all sex workers and their clients. It 
is recognized that interventions take time to develop, therefore, if the 
spread of HIV is to be slowed. So, more follow-up intervention is urgently 
required among commercial sex workers for HIV/AIDS prevention and 
care in Bangladesh. 
 
These results suggested that safer sex behaviors for HIV/AIDS prevention 
and care are urgently needed to improve by peer educational follow-up 
process and SAT social skill training programs among commercial sex 
workers in Bangladesh. 
 
More research is needed to identify better effective methods of 




Short of a structural change of the society and its institutions, sex work 
cannot be totally removed. Since such a structural change is not visible in 
the near future, we can assume and therefore accept that commercial 
sex work is going to continue as state sponsored institution in Bangladesh, 
although prostitution has been prohibited by the society. We take these 
approaches for crisis coping with the problem of the health, HIV infection 
of commercial sex workers and the spread of STDs among them.  
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These situations need to be combated seriously through sociocultural, 
educational, teaching, and social skill training approaches in order to 
restrain the trend in the participation to commercial sex by young 
girls/women. Meanwhile, approaches hereunder below are to be 
planned to prevent of HIV/AIDS/STDs and enrolment of girls/women as 
commercial sex workers in Bangladesh.  
 
Strong religious and cultural taboos predominantly guide the ethos of the 
majority of the population in the society to make value judgments both 
on sex work and sex workers. 
 
4.1 Psycho-social approaches 
 
1. Health related SAT social skill training program: An important part of any 
health intervention in the brothel is SAT social skill training. It has to include 
the aspect of the health hazards in prostitution, knowledge about 
prevention and cure of STDs, individual’s effort in achieving 
self-awareness, self-maturity, self-care, self-decision making and 
self-development in solving mental and physical problems and fatality of 
these diseases. 
 
2. To break the psychological barrier: Most importantly, due to lack of 
knowledge and access to information and test facilities, the majority of 
sex workers do not have any knowledge on HIVAIDS in Bangladesh. Sex is 
still a taboo in the Bangladesh society. A commercial sex worker would 
not discuss her sex secrets with health officials, counselors, peer educators, 
social workers, and researchers unless a peer counselor breaks the 
psychological barriers.  
 
3. To improve the scope of preventive measures: Brothel based sex workers 
are controlled by leaders, managers or clients/pimps. This leads them with 
very little choice of taking preventive or curative measures for their 
diseases. 
4.2 Educational and training approaches 
1. Focus group discussion for HIV/AIDS prevention: Advice on HIV antibody 
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testing and how to cope with the disease if you or other sex workers 
tested positive. Focus group discussion is needed for risk reduction of 
HIV/AIDS prevention. 
 
2. STD/HIV counseling & training program:  Counseling can also address  
the physical and mental changes towards AIDS prevention. While trying 
to prevent the spread of STD among sex workers and through clients to 
society, we should start by looking at the health care of the sex workers.  
 
In order to make available risk reduction information and practice risk 
reduction behaviors, it is important that the sex workers develop 
self-esteem and confidence in pursuing safer behaviors. Mental 
counseling may be one of the many ways to develop self-esteem among 
CSWs. Follow-up counseling must be given to provide the needed 
support.  
 
3. Information provision/Media roles: Lack of information appeared to be a 
barrier to HIV/AIDS care. Mass media can play important roles for high-risk 
behavior groups like street based sex workers. Shows are also particularly 
effective in live radio/television programs targeting sex workers. 
Electronic media can also play a valuable role as counselors and 
encouraged and trained to do so.  The use of videos or pictorial 
representations could work in this community. In this endeavor, traditional 
forms of media songs, drama, skits, cartoons, plays, and puppetry related 
to HIV/AIDS can help to reach out the illiterate majority, like modes of 
transmission and prevention, safer sex and correct usage of condoms, 
and sexually transmitted/ transmissible diseases. 
 
To improve knowledge on safer sex behavior and its implications can be 
shown through the media such as audio/ visual media, the movies, 
comics, folk, theatre and drama/ street drama etc. 
  
4. Awareness building on HIV/AIDS prevention: Self-realization is extremely 
important as well as awareness and education on sexual orientation, 
health and behavior among sex workers in Bangladesh. The level of 
awareness has gone up a little bit, but a lot remains to be done. Mass 
 101 
campaign on AIDS awareness through street and stage theater is 
needed. Awareness building programs on safer sex behavior and its 
consequences with regards to STD and HIV/AIDS infections prevention 
among commercial sex workers is also needed. 
 
I think that the youth particularly should be addressed on such awareness 
building information dissemination programs. The places for such 
information dissemination can be brothels, high schools, mosques, 
colleges, universities, institutions, stations, terminals, airports, seaports, 
working places, park area, community center and among particular 
working class/groups such as migrant workers and bus/truck drivers 
associations/clubs, etc.  
 
5. To promote the proper use of condoms: The results of this study indicated 
that there is an urgent need for condom promotion as part of a package 
of risk reduction strategies for street walking sex workers and brothel sex 
workers. 
 
Condoms are an effective measure in preventing STDs like HIV, but if use 
properly, the effectiveness will be 100% successful. The problem of using 
condoms among sex workers and clients is the most common. Sex 
workers must know how to use a condom properly. The pill is a 
contraceptive to avoid having a baby. It has no power to prevent STDs.  
 
The messages of condom education cover topics on the necessity of use 
as well as the correct use of condoms. It is believed that the high 
acceptance of condoms among sex workers, and male clients as well, is 
a direct impact of these massive condom campaigns. 
 
Another example of a country that acted early is Laos. The Laos 
government backed an aggressive condom marketing campaign. By 
the time, the first round of integrated surveillance took place in 2000, men 
buying sex and women selling it both reported extraordinarily high rates 
of condom use with very low HIV prevalence (National surveillance PDR 
Laos, 2000). One by one, however, the “ Low HIV” countries of Asia are 
falling to the virus. China, Thailand, Nepal and Vietnam are all examples 
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of countries that have recently registered sharp increases in HIV infection 
in some groups, such as commercial sex workers（ＷHO, 2001）. 
 
Another example in the Asian region is Indonesia, the world’s most 
populous Muslim majority country. Indonesia for many years, registered 
very low levels of HIV infection even in groups with documented high-risk 
behavior, such as sex workers, but very recently HIV infection has 
increased rapidly. In Indonesia, low condom use eventually led to sharp 
rises in HIV (Indonesian AIDS control Board, 2002). 
 
Consistent condom use is low between CSWs and clients. The majority of 
brothel based sex workers reported at least some sex without condoms 
with their clients. Among the clients, such as rickshaw pullers and truckers, 
about 83% have never used condoms when buying sex (DGHS, 2001).  
 
6. Advocacy & Behavior Change Communication for HIV/AIDS prevention 
HIV positive sex workers (HPSW) require support at different levels, starting 
with peer support and help in disclosure to family members. The process 
for any community, such brothel community to achieve acceptance of 
HPSW requires time and a great deal of advocacy. It is necessary to build 
community acceptance as a step towards community competence. 
Competence is contagious; it can spread from community to 
community. 
 
Health workers encourage referral of newly diagnosed HIV positive sex 
workers to support groups or facilitate the establishment of groups where 
none exist. Where appropriate, HIV positive sex workers have the 
opportunity to meet with affected sex workers and to obtain necessary 
supports and counseling.  HIV positive sex workers have access to 
counseling to assist them disclosure, particularly to family members and 
significant others. The integral members of the local community actively 
can involve in solving social problems faced by the whole brothel 
community. They are skilled in self-care and receive support to establish 
rapport relationship. By increasing the direct participation of commercial 
sex workers for skill training may reduce the risk of RTIs/STDs and HIV/AIDS.  
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Advocacy to counter stigma has to encompass a wide range of efforts 
where we have to go beyond merely awareness about how AIDS is 
transmitted and how it is not. Education and advocacy might also raise 
awareness of the causes as well as the circumstances of sex work (Lewis, 
2006). 
 
7. To update educational curriculum: With the alarming rise in the incidence 
of STDs and the looming threat of AIDS epidemic, sex education became 
an important issue through the world.  But regarding safer sex and other 
related issues were not enough in our educational curriculum. 
 
8. Non-formal literacy program for willing sex workers: Non-formal literacy 
programs can launch for sex workers with the help of GOs/NGOs for 
improvement on correct knowledge of mode of transmission of HIV/AIDS.  
 
9. To increase knowledge: Increasing knowledge on safer sex behavior        
and its implications can be shown through the media such as audio/ 
visual media, movies, comics, folk, theatre and drama/ street drama, 
etc, among low literate groups of CSWs. 
 
10. Stimulate community dialogue: BCC can encourage community       
discussions on the basic facts of HIV/AIDS and underlying factors that 
contribute to the epidemic, such as risk behaviors and risk settings, 
environments and cultural practices related to sex or sexuality that 
create these conditions. It can also stimulate discussion of healthcare 
seeking behaviors for prevention, care and support among CSWs.  
 
11. Promote essential attitude/behavioral change: Commercial sex workers            
may reduce the number of clients and select the clients for safer sex. 
Social skill training may lead to appropriate attitudinal change about, 
for example, perceived personal risk of HIV infection, belief in the right 
to and responsibility for safer practice and health supporting services, 
compassionate and increasing the basic rights of those vulnerable to 
and affected by HIV/AIDS. 
 
12. To improve self-care ability: To improve self-care ability to prevent the  
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transmission of HIV by teaching and role-playing is more effective to 
intervene among brothel-based commercial sex workers and Peer 
educators. 
 
13. To improve skills and Self-efficacy capability: In order to evaluate the 
effectiveness of intervention of mental counseling and coaching are 
the most functioning to develop self-efficacy among brothel-based 
commercial sex workers and peer educators. The self-efficacy score is 
quit positive for prevention of HIV/AIDS to commercial sex workers and 
general self-efficacy has effective role on prevention of HIV. 
 
Peer education can focus on teaching or reinforcing new skills and 
behaviors, such as condom use, negotiating safer sex. It can contribute 
to development of a sense of confidence in making and acting on 
decision for HIV prevention in the brothel. 
 
14. Social skill training: The social and behavioral intervention may build 
effective self-decision making and communication skills for HIV/AIDS 
prevention among commercial sex workers. Social skill training is more 
effective cultural communication; enhancing the idea that cultural 
sensitivity is necessary for improving education about HIV in the 
Asia-American populations (Davidson & Umeh, 1997). The better social 
status accorded to sex workers in Mahabalipuran, increased their 
bargaining power for condom use (Kumar and Pradeep, 1996). 
 
15. Role-playing: Role-playing may be important in various dilemma crisis 
situations in the areas of HIV/AIDS prevention intervention among 
commercial sex workers.  
 
16. Peer education training: To promote positive behavior change in the 
sexual activities of brothel based commercial sex workers by using 
trained peer educator is important for HIV/AIDS prevention intervenes. 
 
17.  Social discrimination prevention: Confidence against social discrimination 
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Study (1) Interview Questionnaire on HIV/AIDS related 
knowledge, attitudes, and practices (KAP) among commercial sex 
workers  
 
(A) General attributes (demographic data)    
  
 
Q1. Current Marital Status (Please tick mark). 
 
   a. Unmarried   b. Married   c. Divorced   d.   Widow     
 
Q2. How old are you?                Years old 
 
Q3. Educational Qualification (Please tick mark) 
 
(a) Illiterate (b) Named Sign. (c) I-II. (d) III- IV. (e) V- VI. (f) VII- VIII +   
 
Q4. How old are at your 1st intercourse?                     Years old 
0 
Q5. What about your monthly income?   
  
       Taka     monthly ( per month ). 
       
(B)   Commercial sexual activities and condom use   
 
Q6. How many clients do you have entertained daily?          (Maximum number) 
 
Q7. Have you ever talked about condoms with the last partner?     
 
 1.yes        2.no          3.no response 
 
Q8. Have you often purchased condoms?    
1. always        2.sometimes 3.never  
 
Q9. Do you use condoms regularly?   
  1. regularly      2.iregularly        3.never 
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00Q10. How long are you in this profession?     (a) 0-3yrs  (b ) 4-6yrs     (c)7+yrs       
 




Q12. Do you think it is necessary to use condoms when you have sex with your 
clients? 
 
1.yes         2.no     3.don’t know 
 
Q13. What would you do if your clients refused to use condoms when he has sex with 
you?          (Tick mark please) 
 
1. Refuse    2.Sex with him without condoms   3. Do not know   4. No response  
 




 (C) Knowledge, Attitude, Beliefs and Practices (KABP) on HIV/AIDS prevention 
among commercial sex workers in Bangladesh. 
 
Q15. Have you ever heard of a disease called HIV/AIDS? 
 1.yes      2.no      3.no response  
 
Q16. Have you been tested for the HIV antibody?  1.yes    2.no   3.don’t know 
 
Q17. Would you be willing to know the results of this test?  1.yes   2.no    3.no response 
 
Q18. What kinds of people do you think are most likely to get HIV?  
 
Q19. Do you know the causes of AIDS? -------------------------------------- 
 
Q20. Have you ever suffered STDs? If yes, which kinds of diseases?  
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 (Tick marks please) 
 
1.Syphilis     2.Chancroid         3. Gonorrhea            4.Chlamydia         
5. RT (reproductive tract).    6. Gyne problem    7. Others       
 
Q21. Do you know that how people get infected with HIV?  
(Multiple answers) 
 
1. Unprotected sex.  2. Blood transfusion.  3. Needle sharing.  4. Child birth      
5. Don’t know 
 
Q22. Do you think that one can get AIDS by having sex with many people? 
 
1. I think so     2.I don’t think so     3.don’t know    4.no response  
     
Q23. Do you think, that person can be infected and have the virus that causes AIDS but 
not have any symptoms at all? 
 
1. I think so      2. I don’t think so       3.don’t know         4.no response       
 
Q24. Do you think that it is possible to catch HIV by having sex with an AIDS patient or 
a person with HIV positive? 
 
1. I think so      2. I don’t think so    3.don’t know          4.no response       
 
         Q25. Do you think that HIV can be infected by sharing food or cups with an AIDS 
patient or person with HIV positive? 
 
1. I think so     2. I don’t think so    3. don’t know     4 .no response       
 
Q26. Do you think that using public lavatories can infect HIV? 
 
1. I think so   2.I don’t think so      3.don’t know     4.no response    
 
Q27. Do you think that being bitten by a mosquito or similar insect can infect HIV? 
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1.I think so      2.I don’t think so      3.don’t know      4.no response       
 
Q28. Do you think that it is possible to catch HIV by injection, using needles, which 
have already been used by an AIDS patient or a person with HIV positive? 
 
 1. I think so    2.I don’t think so     3.don’t know      4.no response 
       
Q29. How worried you are that you might catch HIV? 
 
1. Very worried     2. Somewhat worried     3.Don’t worried    4. Don’t know 
 
Q30. Do you know that why the HIV/AIDS epidemic is considered so serious? 
(Multiple answers) 
 
a).           b).           c) 
 
Q31. How can you avoid being infected through sex? (Multiple answers). 
 
a).           b).           c) 
 
Q32. Do you know that why early treatment of STD is important? (Multiple answers) 
 
a).           b).           c) 
 
Q33. Do you know how can commercial sex workers be protected from HIV infection? 
(Multiple answers). 
 
a).           b).           c) 
 
Q34. Do you know how does a mother transmit HIV to her unborn child?  
  (Multiple answers). 
 
a).           b).           c) 
 




a).           b).           c) 
 
Q36. Do you think that sex workers are at equal risk of getting infected with HIV? 
 
a) more risk   b) equal risk   c)  no risk   d) don’t know 
 
Q37. Who should provide care to affected sex worker in this brothel/ out side of the 
brothel? (Multiple answers) 
 
a).           b).           c) 
 
Q38. What should be role of NGOs/GOs play in AIDS control in this brothel/ out side of 
the brothel?  (Multiple answers) 
 
a).           b).           c) 
 
 
Name of the interviewer ------------------------------------------ 
 













Study (2) Interview Questionnaire on HIV/AIDS Prevention 





(A) General attributes  
 
Q1. Current Marital Status 
 
1. Unmarried   2. Married      3. Divorced   4.   Widowed   5. Separated     
 
Q2. How old are you?                          Years old 
(B) Commercial sexual activities and condom use self-efficacy   
 
Q3. How many clients do you usually have entertained daily?  
(Maximum number) 
  
Q4.How much do you have confidence on condom use before sexual intercourse? 
 
       1. very confidence 2. less confidence  3. no confidence 
 
Q5. What would you do if your clients refused to use condoms when they have sex with 
you as the following episode?           
 
Dilemma episode-SQ1: I asked a client to use condom before sexual intercourse but the client   
refuse it. How much do you have confidence on condom use?   
     
   1. very confidence   2. less confidence   3.  no confidence  
 
Dilemma episode-SQ2: Some clients offered me more money for sexual intercourse without condom. 
How much do you have confidence on condom use?   
 
   1. very confidence    2. less confidence     3.  no confidence  
 
   Dilemma episode-SQ3: A police did sexual intercourse with me free and without condom.  How much 
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do you have confidence on condom use?   
 
       1. very confidence    2. less confidence     3.  no confidence  
 
Dilemma episode-SQ4: local terrorist raped me without money and without condom and showed me 
modern weapon. How much do you have confidence on condom use?   
      
        1. very confidence    2. less confidence     3.  no confidence  
 
Dilemma episode-SQ5: They are always so rude. They drunk and say horrible things. They would 
like do sex as soon as possible and did not think about condom use for safer sex at all. How much do you 
have confidence on condom use?   
 
     1. very confidence    2. less confidence     3.  no confidence  
 
 Dilemma episode-SQ6: Brothel owners encourage their girls to offer unsafe sex on the grounds that 
they might otherwise lose trade. How much do you have confidence on condom use?  
  
    1. very confidence    2. less confidence     3.  no confidence  
 
Dilemma episode-SQ7: Sometimes when there are only a few clients we have to accept clients who 
don’t use condoms or who want oral and anal sex. We have to do this to earn some money. How much do you 
have confidence on condom use?   
 
 1. very confidence    2. less confidence     3.  no confidence  
 
Dilemma episode-SQ8: Some clients would come in a group to this brothel for the whole night.  They 
would sit and talk and joke together and have sex with me without condoms. I could not negotiate with them, 
because my negotiation power is poorer. How much do you have confidence on condom use?   
 
   1. very confidence   2. less confidence    3.  no confidence  
 
Q6.  General Self-Efficacy  
 
1. I can always manage to solve difficulties if I try hard enough. 
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      1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
 2. It is easy for me to stick to my aims and accomplish goals. 
          
      1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
3. I am confident that I could deal efficiently with unexpected events. 
     
1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
 4. Thank to my resourcefulness, I know how to handle unforeseen situation. 
           
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
５． I can solve most problems if I invest the necessary effort. 
     1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
6.I can remain calm when facing difficulties because I can rely on my coping 
abilities. 
 
     1. not at all true 2. hardly true 3. moderately true 4. exactly true  
      
7.   If someone opposes me, I can find the means and ways to get what I want. 
     
     1. not at all true 2. hardly true 3. moderately true 4. exactly true      
 
8.  When I am confronted with a problem, I can usually find several solutions. 
     
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
9.  If  I am in trouble, I can usually think of a solution. 
  
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
10.  I can usually handle whatever comes my way. 
     
 123 
 
  1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
        (C) Knowledge, Information, and Education for HIV/AIDS spread and 
discrimination prevention 
 
Q7. Do you know what is AIDS? Please explain it!  
 
1. correct     2. incorrect      3. no response  
 
Q8. Do you know what HIV is? Please explain it! 
 
1.correct    2.incorrect        3.no response 
 
Q9. Do you think that person can be infected and have the virus that causes AIDS            
but not have any symptoms at all? 
 
   1. I think so      2. I don’t think so       3.don’t know         4.no response       
 
Q10. Do you think that it is possible to catch HIV by having sex with an AIDS patient 
or a person with HIV positive? 
 
 
1. I think so        2. I don’t think so      3.don’t know            4.no response       
 
          Q11. Do you think that HIV can be infected by sharing food or cups with an AIDS 
patient or person with HIV positive? 
 
              1. I think so        2. I don’t think so      3.don’t know            4.no response       
 
            Q12. Do you know that oral sex is known to transmit other STDs (e.g. herpes, 
gonorrhea), which can in turn increase the risk of transmitting HIV through oral sex? 
 
1. I think so     2. I don’t think so    3.don’t know         4.no response       
 
Q13.What are the symptoms of an oral STI? 
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1. a sore throat  2. tonsillitis 3. cold sores  4.others 
 
Q14. How do you can protect oral STD? 
     
        a. by latex condom b. dental dam c. use a non-lubricated condom 
 
Q15.Do you know that deep kiss or French kiss is risky for HIV infection? 
  
  1. I think so   2. I don’t think so   3.don’t know       4.no response       
 
Q16. Do you know that STD is very easy to contact with unprotected sex? 
       
1. I think so 2. I don’t think so   3.don’t know    4.no response 
 
Q17. Have you ever suffered STDs? If yes, which kinds of diseases?  
 
 1.Syphilis     2.Chancroid         3. Gonorrhea            4.Chlamydia         
5. RT (reproductive tract).     6. Gyne problem   Others (specify--------------       
 
Q18. Did you receive any treatment while STD?      1. yes 2. no 3.not applicable 
 
Q19. Where did you receive treatment against last STD? 
 
 
1. hospital 2.dispensary 3.clinic 4.self medication 5. homeopathic 6. quack 7. other 
(specify)-------------------------- 
 
Q20.Do you imagine how person with HIV/AIDS face social, emotional and physical 
usually pains? 
1. very confidence    2. less confidence     3.  no confidence 
 





    
    1. very confidence    2. less confidence     3.  no confidence 
 
Q22.Do you hug friends with HIV/AIDS when their having emotional crisis? 
    
 1. very confidence    2. less confidence     3.  no confidence 
 
    
 (D) Sexual Behavior 
Q23. Below are some sexual practices. Rates those you practice 
Response Format 1=always, 2=often, 3=sometimes, 4=rarely, 5=never. 
1. Sucking penis with mouth with no condom           1.2.3.4.5.  
2. Sucking penis with mouth with condom             1.2.3.4.5. 
3. Vaginal intercourse with no condom                1.2.3.4.5 
4. Vaginal intercourse with condom                   1.2.3.4.5 
5. Anal intercourse with no condom                   1.2.3.4.5 
6. Anal intercourse with condom                      1.2.3.4.5 
7. Oral intercourse with no condom                   1.2.3.4.5 
8. Oral intercourse with condom                      1.2.3.4.5 
 
Name of the interviewer --------------------------------------------------- 
 












Study (2) Interview Questionnaire on HIV/AIDS Prevention 
Intervention among Commercial Sex Workers in Bangladesh 
Post- assessment Interview 
 
(A) Commercial sexual activities and condom use self-efficacy   
 
Q1. How many clients do you have entertained daily? (Maximum 
number) 
  
Q2.How much do you usually have confidence on condom use before sexual 
intercourse? 
 
     1. very confidence  2. less confidence  3. no confidence 
 
Q3. What would you do if your clients refused to use condoms when they have sex with 
you as the following episode?           
 
Dilemma episode-SQ1: I asked a client to use condom before sexual intercourse but 
the client   refuse it. How much do you have confidence on condom use?   
     
1. very confidence    2. less confidence  3. no confidence  
 
Dilemma episode-SQ2: Some clients offered me more money for sexual intercourse 
without condom. How much do you have confidence on condom use?   
 
1. very confidence  2. less confidence  3.  no confidence  
 
    Dilemma episode-SQ3: A police did sexual intercourse with me free and without 
condom.  How much do you have confidence on condom use?   
 
 1. very confidence  2. less confidence   3. no confidence  
 
   Dilemma episode-SQ4: local terrorist raped me without money and without condom 
and showed me modern weapon. How much do you have confidence on condom use?   
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 1. very confidence 2. less confidence  3. no confidence  
 
 
Dilemma episode-SQ5: They are always so rude. They drunk and say horrible things. 
They would like do sex as soon as possible and did not think about condom use for safer sex at 
all. How much do you have confidence on condom use?   
 
 1. very confidence  2. less confidence  3. no confidence  
 
 
 Dilemma episode-SQ6: Brothel owners encourage their girls to offer unsafe sex on 
the grounds that they might otherwise lose trade. How much do you have confidence on condom 
use?  
  
 1. very confidence  2. less confidence  3. no confidence  
 
Dilemma episode-SQ7: Sometimes when there are only a few clients we have to 
accept clients who don’t use condoms or who want oral and anal sex. We have to do this to earn 
some money. How much do you have confidence on condom use?   
 
 1. very confidence  2. less confidence  3. no confidence  
 
Dilemma episode-SQ8: Some clients would come in a group to this brothel for the 
whole night.  They would sit and talk and joke together and have sex with me without condoms. 
I could not negotiate with them, because my negotiation power is poorer. How much do you have 
confidence on condom use?   
 
 
1. very confidence  2. less confidence   3. no confidence  
 
Q4. General Self-Efficacy  
 
1. I can always manage to solve difficulties about condom use if I try hard enough. 
 
       1. not at all true 2. hardly true 3. moderately true 4. exactly true 
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 2. It is easy for me to stick to my aims and accomplish goals. 
 
      1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
3. I am confident that I could deal efficiently with unexpected events. 
     
1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
 4. Thank to my resourcefulness, I know how to handle unforeseen situation. 
           
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
5. .I can solve most problems if I invest the necessary effort. 
 
   1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
6. I can remain calm when facing difficulties because I can rely on my coping 
abilities. 
 
  1. not at all true 2. hardly true 3. moderately true 4. exactly true  
      
7. If someone opposes me, I can find the means and ways to get what I want. 
     
  1. not at all true 2. hardly true 3. moderately true 4. exactly true      
 
8. When I am confronted with a problem, I can usually find several solutions. 
     
1.not at all true 2. hardly true 3. moderately true 4. exactly true 
 
9. If I am in trouble, I can usually think of a solution. 
  
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
10.  I can usually handle whatever comes my way. 
     
   1. not at all true 2. hardly true 3. moderately true 4. exactly true 
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 (B) Sexual Behavior 
Q5. Below are some sexual practices. Rates those you practice 
Response Format 1=always, 2=often, 3=sometimes, 4=rarely, 5=never. 
 
 
1. Sucking penis with mouth with no condom                          1.2.3.4.5.  
2. Sucking penis with mouth with condom                             1.2.3.4.5. 
3. Vaginal intercourse with no condom                                1.2.3.4.5 
4. Vaginal intercourse with condom                                   1.2.3.4.5 
5. Anal intercourse with no condom                                   1.2.3.4.5 
6. Anal intercourse with condom                                      1.2.3.4.5 
7. Anal intercourse with no condom                                   1.2.3.4.5 
8. Anal intercourse with condom                                      1.2.3.4.5 
 
Name of the interviewer -------------------------------------------------  

















Study (2) Interview Questionnaire on HIV/AIDS Prevention 
Intervention among Commercial Sex Workers in Bangladesh 
 
1-month-followup assessment interview 
 
(A) Commercial sexual activities and condom use self-efficacy   
 
Q1. How many clients do you usually have entertained daily? 
(Maximum number) 
 
Q2.How much do you have confidence on condom use before sexual intercourse? 
 
     1. very confidence  2. less confidence  3. no confidence 
 
Q3. What would you do if your clients refused to use condoms when they have sex with 
you as the following episode?           
 
Dilemma episode-SQ1: I asked a client to use condom before sexual intercourse but 
the client   refuse it. How much do you have confidence on condom use?   
     
 1. very confidence  2. less confidence  3. no confidence  
 
Dilemma episode-SQ2: Some clients offered me more money for sexual intercourse 
without condom. How much do you have confidence on condom use?   
 
 1. very confidence  2. less confidence  3. no confidence  
 
   Dilemma episode-SQ3: A police did sexual intercourse with me free and without 
condom. How much do you have confidence on condom use?   
   
 1. very confidence  2. less confidence  3. no confidence  
 
  Dilemma episode-SQ4: local terrorist raped me without money and without condom 
and showed me modern weapon. How much do you have confidence on condom use?   
 
 1. very confidence  2. less confidence   3. no confidence  
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Dilemma episode-SQ5: They are always so rude. They drunk and say horrible things. 
They would like do sex as soon as possible and did not think about condom use for safer sex at 
all. How much do you have confidence on condom use?   
 
 1. very confidence  2. less confidence   3. no confidence  
 
  
Dilemma episode-SQ6: Brothel owners encourage their girls to offer unsafe sex on the 
grounds that they might otherwise lose trade. How much do you have confidence on condom 
use?  
  
 1. very confidence  2. less confidence  3. no confidence  
 
Dilemma episode-SQ7: Sometimes when there are only a few clients we have to 
accept clients who don’t use condoms or who want oral and anal sex. We have to do this to earn 
some money. How much do you have confidence on condom use?   
 
 1. very confidence 2. less confidence 3. no confidence  
 
Dilemma episode-SQ8: Some clients would come in a group to this brothel for the 
whole night.  They would sit and talk and joke together and have sex with me without condoms. 
I could not negotiate with them, because my negotiation power is poorer. How much do you have 
confidence on condom use?   
 
1. very confidence  2. less confidence  3.  no confidence  
 
Q4. General Self-Efficacy 
 
1. I can always manage to solve difficulties about condom use if I try hard enough. 
       1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
 2. It is easy for me to stick to my aims and accomplish goals. 
 
      1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
3. I am confident that I could deal efficiently with unexpected events. 
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   1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
 4. Thank to my resourcefulness, I know how to handle unforeseen situation. 
 
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
5 .I can solve most problems if I invest the necessary effort. 
 
    1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
6.I can remain calm when facing difficulties because I can rely on my coping abilities. 
 
   1. not at all true 2. hardly true 3. moderately true 4. exactly true  
      
7. If someone opposes me, I can find the means and ways to get what I want. 
     
   1. not at all true 2. hardly true 3. moderately true 4. exactly true      
 
8.  When I am confronted with a problem, I can usually find several solutions. 
     
1.not at all true 2. hardly true 3. moderately true 4. exactly true 
 
9.  If  I am in trouble, I can usually think of a solution. 
  
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
10.  I can usually handle whatever comes my way. 
     
    1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
 
(B) Sexual Behavior 
Q5. Below are some sexual practices. Rates those you practice 
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Response Format: 1=always, 2=often, 3=sometimes, 4=rarely, 5=never. 
1. Sucking penis with mouth with no condom                           1.2.3.4.5.  
2. Sucking penis with mouth with condom                              1.2.3.4.5. 
3. Vaginal intercourse with no condom                                 1.2.3.4.5 
4. Vaginal intercourse with condom                                   1.2.3.4.5 
5. Anal intercourse with no condom                                   1.2.3.4.5 
6. Anal intercourse with condom                                     1.2.3.4.5 
7. Anal intercourse with no condom                                   1.2.3.4.5 
8. Anal intercourse with condom                                     1.2.3.4.5 
 
Name of the interviewer --------------------------------------------------- 
 
 























Study (3) Interview Questionnaire on HIV/AIDS Prevention Intervention 




(A) Commercial sexual activities and condom use self-efficacy  
 
Q1. How many clients do you usually have entertained daily? 
                                      (Maximum number) 
  
Q2.How much do you have confidence on condom use before sexual intercourse? 
 
     1. very confidence   2. less confidence    3.  no confidence 
 
Q3. What would you do if your clients refused to use condoms when they have sex with you as 
the following episode?           
 
Dilemma episode-SQ1: I asked a client to use condom before sexual intercourse but the 
client refuse it. How much do you have confidence on condom use?   
     
1. very confidence    2. less confidence    3.  no confidence  
 
Dilemma episode-SQ2: Some clients offered me more money for sexual intercourse 
without condom. How much do you have confidence on condom use?   
 
1. very confidence    2. less confidence     3.  no confidence  
 
   Dilemma episode-SQ3: A police did sexual intercourse with me free and without condom.  
How much do you have confidence on condom use?   
 
1. very confidence    2. less confidence     3.  no confidence  
 
Dilemma episode-SQ4: local terrorist raped me without money and without condom and 
showed me modern weapon. How much do you have confidence on condom use?   
 
1. very confidence    2. less confidence     3.  no confidence  
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Dilemma episode-SQ5: They are always so rude. They drunk and say horrible things. 
They would like do sex as soon as possible and did not think about condom use for safer sex at 
all. How much do you have confidence on condom use?   
 
  1. very confidence   2. less confidence    3.  no confidence  
 
 Dilemma episode-SQ6: Brothel owners encourage their girls to offer unsafe sex on the 
grounds that they might otherwise lose trade. How much do you have confidence on condom 
use?  
 
     1. very confidence   2. less confidence    3.  no confidence  
 
Dilemma episode-SQ7: Sometimes when there are only a few clients we have to accept 
clients who don’t use condoms or who want oral and anal sex. We have to do this to earn some 
money. How much do you have confidence on condom use?   
 
  1. very confidence   2. less confidence   3.  no confidence  
 
Dilemma episode-SQ8: Some clients would come in a group to this brothel for the whole 
night.  They would sit and talk and joke together and have sex with me without condoms. I could 
not negotiate with them, because my negotiation power is poorer. How much do you have 
confidence on condom use?   
 
 1. very confidence    2. less confidence     3.  no confidence  
 
Q4.  General Self-Efficacy  
1. I can always manage to solve difficulties if I try hard enough. 
  
       1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
 2. It is easy for me to stick to my aims and accomplish goals. 
          
      1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
3. I am confident that I could deal efficiently with unexpected events. 
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1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
 4. Thank to my resourcefulness, I know how to handle unforeseen situation. 
           
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
５.I can solve most problems if I invest the necessary effort. 
 
     1. not at all true 2. hardly true 3. moderately true 4. exactly true  
 
6.I can remain calm when facing difficulties because I can rely on my coping abilities. 
 
     1. not at all true 2. hardly true 3. moderately true 4. exactly true  
      
7. If someone opposes me, I can find the means and ways to get what I want. 
     
    1. not at all true 2. hardly true 3. moderately true 4. exactly true      
 
8.  When I am confronted with a problem, I can usually find several solutions. 
     
1.not at all true 2. hardly true 3. moderately true 4. exactly true 
 
9.  If I am in trouble, I can usually think of a solution. 
  
1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
10.  I can usually handle whatever comes my way. 
     
    1. not at all true 2. hardly true 3. moderately true 4. exactly true 
 
        (B) Knowledge, Information and Education for HIV/AIDS spread and 
discrimination prevention 
 




１.correct    2. incorrect     3. no response  
 
Q6. Do you know what is HIV? Please explain it! 
 
1.correct    2.incorrect    3.no response 
 
Q7. Do you think that person can be infected and have the virus that causes AIDS but not have 
any symptoms at all? 
 
  1. I think so    2. I don’t think so     3.don’t know    4.no response       
 
Q8. Do you think that it is possible to catch HIV by having sex with an AIDS patient or a person 
with HIV positive? 
 
1. I think so   2. I don’t think so    3.don’t know   4.no response       
 
         Q9. Do you think that HIV can be infected by sharing food or cups with an AIDS patient or 
person with HIV positive? 
 
 
           1. I think so   2. I don’t think so   3.don’t know    4.no response       
 
            Q10. Do you know that oral sex is known to transmit other STDs (e.g. herpes, gonorrhea), 
which can in turn increase the risk of transmitting HIV through oral sex? 
 
1. I think so    2. I don’t think so    3.don’t know   4.no response       
Q11.What are the symptoms of an oral STI? 
 
1. a sore throat  2. tonsillitis 3. cold sores  4.others 
 
Q12. How do you can protect oral STD? 
     
    a. by latex condom b. dental dam c. use a non-lubricated condom 
 
Q13.Do you know that deep kiss or French kiss is risky for HIV infection? 
 138 
  
1. I think so    2. I don’t think so    3.don’t know     4.no response       
 
Q14. Do you know that STD is very easy to contact with unprotected sex? 
 
1. I think so   2. I don’t think so      3.don’t know     4.no response       
 
Q15. Have you ever suffered STDs? If yes, which kinds of diseases?  
 
 1.Syphilis     2.Chancroid         3. Gonorrhea            4.Chlamydia         
5. RT (reproductive tract).        6. Gyne problem      7. Others (specify--------------       
 
Q16. Did you receive any treatment while STD?         1. yes 2. no 3. not applicable 
 
Q17. Where did you receive treatment against last STD? 
 
 
1. hospital 2.dispensary 3.clinic 4.self medication 5homeopathic 6.quack 7.other 
(specify)-------------------------- 
 
Q18.Do you imagine how person with HIV/AIDS face social, emotional and physical usually 
pains? 
1. very confidence    2. less confidence     3.  no confidence 
 
Q19.Do you want to help person with HIV/AIDS for the emotion, and social life if needed? 
    
   1. very confidence    2. less confidence     3.  no confidence 
 
Q20.Do you hug  friends with HIV/AIDS when their having emotional crisis? 
    
1. very confidence    2. less confidence     3.  no confidence 
 
 (C) Sexual Behavior 
 Q21. Below are some sexual practices. Rates those you practice 
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Response Format 1=always, 2=often, 3=sometimes, 4=rarely, 5=never. 
   1.Sucking penis with mouth with no condom                          1.2.3.4.5.  
   2.Sucking penis with mouth with condom                            1.2.3.4.5. 
3.Vaginal intercourse with no condom                               1.2.3.4.5 
   4.Vaginal intercourse with condom                                 1.2.3.4.5 
5. Anal intercourse with no condom                                 1.2.3.4.5 
6.Anal intercourse with condom                                   1.2.3.4.5 
7.Oral intercourse with no condom                                 1.2.3.4.5 
8.Oral intercourse with condom                                   1.2.3.4.5 
 
 
Name of the interviewer --------------------------------------------------- 
 




















SAT SELF-DECISION COUNSELING 
For HIV/AIDS Prevention Among Commercial Sex Workers 
 
1. Open-ended question 
What is your problem about HIV/AIDS prevention? 
 
2. Effective reflection 
  
3. Clarification of main feeling of Commercial Sex Workers 
What is your main feeling of your talk?  
Anxiety, Anger or grief 
 
4. Self-image association 
You have the main feeling about such and such. 
You may observe by yourself while you feel such and such. 
What is your self-image concerning such and such. 
 
Please respond instinctively without thinking.  
 
5. Feeling toward self-image  
What feeling do you have toward your self-image? 
 
6. Self-Decision for HIV/AIDS prevention 
From now on, what will you do?  
 
Please respond instinctively without thinking. 
       Please answer more concretely. 
 
7. Empathetic encouragement 
I was very impressed with your talk about such and such. 
 
8. Remark of the Exercise 




List of abbreviations 
 
1.  HIV= Human Immunodeficiency Virus 
2.  AIDS= Acquired Immune Deficiency Syndrome 
3.  STD= Sexual Transmitted Disease 
4.  STI= Sexual Transmitted Infection 
5.  RTI=Reproductive Tract Infection 
6.  NGO= None Governmental Organization 
7.  GO= Governmental Organization 
8.  CSW= Commercial Sex Worker 
9.  Pd= Peer Educator 
10.  SAT= Structured Association Technique 
11.  N.A= Not Applicable 
12.  n. s.= not significant 
13.  KABP= Knowledge, Attitude, Belief and Practice 
14.  KAP= Knowledge, Attitude, and Practice 
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